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ABSTRACT 
People with physical disability are one of minority groups that need more attention, 
especially in Middle East and North African countries. In Libya, there are many 
people with physical disabilities arising from the 2011 revolution and there are 
continuing risks such as landmines creating new casualties with physical disabilities. 
Consequently, the number of people with physical disabilities in Libya will continue 
to rise. Little is known about the services provided to them. This study investigated 
an area that has not been researched before. It is the first research study to examine 
adult physical rehabilitation services in Libya; to date, no study has been conducted 
on disability services at the national, district, or local level. Estimating the need for 
physical rehabilitation support services is difficult due to a lack of information. If the 
need for services is under-estimated, this could result in inadequate post-conflict 
development, leading to weaknesses in the provision of appropriate rehabilitation 
services. This thesis investigated services for people with physical disabilities in 
Libya after the 2011 revolution. As limited published information existed, a 
description of the only physical disability service open following the 2011 revolution 
was needed to ascertain services available and the organisational and human resource 
issues affecting them. Worker perspectives at this centre provided further 
information about service arrangements, professional development needs and worker 
wellbeing. The last was investigated because a link between job satisfaction and/or 
burnout and the quality of patient care has been previously demonstrated but has 
never been explored in a disability context in Libya or in the Middle East and North 
Africa. 
 
Methods: A multi-method case study design was used comprising: literature review, 
field study and worker survey. A review of published literature relating to people 
with disability in Libya, disability services in Libya, and issues that affect disability 
service quality was conducted. This was enhanced by two months of field work in 
Libya during the 2012 post-revolutionary period at the only Libyan adult physical 
disability service identified as functioning in 2012. A survey of workers at the Centre 
was conducted to ascertain workers’ demographic, occupation, professional 
development and wellbeing (job satisfaction and burnout) attributes. Three 
occupational groups participated in this study: therapists and specialist technicians, 
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nurses, and administration staff. People with disability were not included in the 
study’s scope. 
 
Results: The study found that there was no national disability services plan or 
coordination between Libyan Government and international agencies. There was no 
community based rehabilitation. The Benghazi Rehabilitation and Handicap Centre 
(BRHC or the Centre) was the only physical rehabilitation service functioning in 
post-revolutionary Libya. It was a well-designed facility where all beds were 
utilized; 60 male beds only, most of them occupied by long term residents (some of 
them >20 years). Female beds were decommissioned for a ward refurbishment that 
did not take place. Outpatient services were also provided free of charge. Almost all 
the ex-patriate workers (nurses and doctors) had left the Centre during the 2011 
revolution. The remaining clinical and administrative staff were all Libyan citizens: 
232 including nurses, therapists prosthesis technicians and one physician. Of these, 
71 responded to the survey. Most participants had high school as their highest 
educational qualification. Administrative staff were more likely to hold degrees; 
therapists held diplomas. There was no competency certification apparent or 
performance appraisal in place. There was: a lack of information management 
systems; a major issue regarding patient flow-through processes with long term 
inpatient care resulting in ‘bed block’; limited staff awareness of community based 
rehabilitation services and the United Nations Convention on the Rights of Persons 
with Disabilities; and a distribution of employees across the Centre that did not 
reflect current service demands. Little professional development had been provided 
to BRHC staff before or after the revolution. The post-revolutionary conditions with 
uncertain and interim government arrangements meant there were major challenges 
in relation to financial planning, security, maintenance, consumables supply, and 
long patient waiting lists. Most workers were satisfied with their jobs, but there were 
gender and occupational differences. More than half the survey participants had 
moderate to high levels of burnout with statistically significant differences between 
male and female workers.  
 
Conclusion: There is a lack of sound information about physical disability in Libya; 
there is variable information on war injuries, impairment, functional limitations and 
types of disabilities. This can cause problems in assessing the Centre’s needs and 
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planning to meet them. It can also cause difficulties in monitoring and in evaluating 
post-conflict needs and programs. Libya faces rehabilitation and disability services 
problems as there is a lack of a nation-wide disability policy and no national or 
regional disability strategy. After the revolution only one service centre was in 
operation. The BRHC had managed to continue providing physical disability services 
under difficult circumstances after the revolution with good local staff retention in 
spite of challenges relating to salary payments, consumables, overwhelming patient 
demand, a lack of coordinated information systems, and limited professional 
development. Centre-based care is not sufficient to meet post-revolutionary demand 
for disability services. Libya requires a coordinated and evidence-based approach to 
disability services investment and delivery that includes community based 
rehabilitation, new worker training, and professional development and credentialing 
for existing workers. Professional development to help support worker wellbeing is 
needed to enhance job satisfaction, and prevent and reduce levels of burnout, 
particularly among women workers. Sustainable, comprehensive disability services 
strategies are essential in the short and long term. Greater access to publicly available 
data is also required to help support the development of services and planning at 
local and national levels. This thesis will provide an evidence base currently lacking 
for service planners, funding bodies, managers and professional societies that will 
assist them better understand physical disability service arrangements, workforce 
attributes and worker needs in post-revolutionary Benghazi. This will help support 
the enhancement of rehabilitation services there and potentially contribute to service 
design and development elsewhere in Libya. Future research is recommended with 
regard to the needs of rehabilitation services and issues from the perspective of 
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supervisor Anne Cusick 
This thesis focuses on a period of change in Libya comprising the immediate 2011 post-
revolutionary period to late 2013. During this time the country was attempting to reorganise 
and rebuild following the end of rule by Muammar Gaddafi. Since early 2014 Libya has 
endured a deteriorating security situation, marked by the disruption of civil society, violent 
and dangerous events and fleeing populations, and this has particularly affected Benghazi. 
Readers are asked to recall that statements about the study site and context, reflections and 
recommendations about findings reflect the position of Libya at the time frame of the study 
conducted — late 2011 to late 2013. For the information of readers, it is heartening to see 
that in spite of ongoing conflict, just prior to PhD submission, internet images available 
through Facebook in December 2015 showed that the Centre was still functioning to some 
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  INTRODUCTION 1
  
In 2011, Libya experienced significant social turmoil with the violent overthrow of a 
dictatorial government. There were many casualties and the existing population of 
people with physical disability in Libya increased as a result of injuries acquired 
during conflict. Since October 2011, the end of the revolution, health and disability 
care services in Libya have been going through a process of being reorganized from 
a focus on conflict related emergency care to regular medical services and longer 
term care and rehabilitation of people with post-revolutionary injuries, pre-existing 
chronic and congenital conditions, and as the consequence of communicable disease.  
 
The post-revolutionary reorganization has focussed on health services rather than 
rehabilitation because as yet a national disability policy and disability services plan 
has not been developed (even in 2015 four years after the revolution). One of the 
major challenges impeding the development of a national disability policy is a 
paucity of information about disability in Libya before, during or after the revolution. 
This reflects a lack of information about people with disability in the Middle East 
and North African (MENA) region in general.  
 
This study contributes original knowledge to help develop an evidence-based 
understanding of disability services in post-revolutionary Libya. In doing so it aims 
to provide evidence to inform disability service planning and policy at local and 
national levels as well as contribute to the scant research base about disability in the 
MENA region. 
 
This chapter first introduces the broad context of the study, followed by the aim, 
objectives, and study design, significance of the study, research contribution, scope, 










Libya with a population of 5,323,991 has three main cities. One of these is Benghazi 
with a population of 647,000 (World Health Organization 2007). Prior to the 2011 
unrest, this city had two tertiary care hospitals for acute medical services, and one 
specialist rehabilitation provider called the Benghazi Rehabilitation and Handicapped 
Centre (BRHC). The Centre had over 300 staff, and it provided rehabilitation 
services for people with congenital and acquired disability through inpatient and 
outpatient services of medical, nursing and therapy care. Typically patients presented 
with complex multiple disabilities from birth or injury, neurological impairment 
from stroke or head injury, as well as orthopaedic conditions such as amputations 
(Benghazi Rehabilitation and Handicap Centre 2011). The last was and is a 
significant caseload at the Centre because of on-going effects of landmines set during 
World War II and the Libyan border conflicts of the late 20
th
 Century. Major 
amputation physical rehabilitation programs at the BRHC were funded through 
international aid in 2001 and 2005 and these refer to the continuing legacy of World 
War II landmines (European Commission 2011).  
 
During the 2011 Libyan Revolution at least 50,000 people were killed and an 
estimated 20,000 were left with serious injuries according to the WHO Health Crisis 
Report (World Health Organization 2011a). During the 2011 unrest, many people 
with injuries which caused disability were sent overseas for immediate care and 
acute rehabilitation (Zeiton 2012). Little is known about how many patients were 
placed overseas as processes were ad-hoc and in 2011 the climate for health care was 
at times chaotic. According to the Libyan Health Minister (Nureddin Dughman), in 
2012 Libya spent more than Libyan Dinar 2.3 billion (1.6 billion US Dollar) to treat 
war wounded and provide health care for Libyans abroad. He expected it to be about 
LD1 billion in 2013 (Zaptia 2013). While other countries provided the acute 
rehabilitation of war wounded in the period 2011 to 2013, the issue of patients 
ultimately needing to return home has received little attention, and at present it is not 




Amputation rehabilitation provides a good example for showing what is needed for 
post-conflict rehabilitation. Isaacson, Weeks, Pasquina, Webster, Beck and 
Bloebaum (2010) showed that in any country affected by conflict, most of the 
combatants returning from war have a high ratio of amputations. They need to have 
exhaustive follow-up and rehabilitation care, and expensive prosthetic services 
(Isaacson et al. 2010). The main rehabilitation goal for everyone injured during 
conflict is to provide those individuals with an expeditious recovery and 
progressively reintroduce them into the society (Isaacson et al. 2010). But in post-
revolutionary Libya, where combatants injured in conflict were sent to other 
countries, it is not known how their reintroduction to society will be supported.  
 
The European Commission (2011) showed the post-conflict needs of the war injured 
and other disabled people include: specialized orthopaedic treatment, appropriate 
prostheses, physiotherapy treatment, psychosocial support activities, and capacity 
building in national rehabilitation service centres. As nothing is known about 
rehabilitation services in post-revolutionary Libya as to date this topic has not been 
researched.  
 
Ideally, in a post-conflict environment, the World Health Organization (WHO) 
suggests through their health needs assessment report of 2009, that rehabilitation 
programs need to be immediately reactivated and strengthened at facility-based and 
community based-levels. It is important to detect new injuries early, particularly 
those with hearing, physical and visual injuries and follow up with intervention 
(World Health Organization 2009b). But in post-revolutionary Libya little is known 
about what programs were available before and what can be reactivated at facility or 
community levels.  
 
Information about disability services in Libya is limited, although explored in more 
detail in Chapter Two an introduction is provided here. In 2012, Libya began a 
process of post-conflict normalizing with institutions such as hospitals and health 
care services beginning to reorganize to provide services with the assistance of 
international agencies. Rehabilitation services that maintained continuity during 2011 
now have an opportunity to evaluate their strengths and weaknesses and use this 
information to plan future service directions. International agencies and National 
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Ministries are developing data bases to inform planning; however, at the local level 
there are few resources to support institutional planning. International aid agencies 
are funding rehabilitation coordinator and capacity building positions, but 
information to help inform these roles is limited. Recently, for example, the 
International Medical Corps funded one key position to help establish a framework 
for rehabilitation services in Libya — a Rehabilitation Program Coordinator 
(International Medical Corps 2012) and the International Trust Fund for Demining 
and Mine Victims Assistance (ITF) has funded other key positions such as the 
Rehabilitation Capacity Building Coordinator (International Trust Fund 2011). One 
of the key responsibilities for this role is to “work closely with country partners to 
establish needs, determine requirements and existing country capacities in 
comprehensive rehabilitation” (International Trust Fund for Demining and Mine 
Victims Assistance, 2011). The challenge for these positions is enormous as so little 
is documented about disability services. Coordination and capacity building will face 
considerable challenges. 
 
Information about people with disability in Libya is also limited, and although 
explored in more detail in Chapter 2, key points are summarized here. Data derived 
from a European Commission report regarding disability in Libya (European 
Commission 2011), gives an estimated number of 160,000 to 200,000 disabled 
persons as living in Libya before the revolution, including those injured by road 
traffic accidents and previous land mine injuries. Other information from World 
Health Organization (2007) suggests that motor vehicle accident related disability 
may be very high in Libya —  Libya’s road death rate is 31.5 Deaths per 100,000 of 
population which is more than three times that of European union “10.2 averages” 
and almost 3 times the MENA average which is 11.6 averages (World Health 
Organization 2007). In addition, disease related disability in Libya may be high: 
according to WHO, the percentage of the population who are blind is approximately 
1.2%, mostly due to cataract, and trachoma remains endemic in some areas in the 
country (World Health Organization 2007). However, even with such estimates, poor 





The 2011 revolution resulted in injuries and trauma that produced disabilities that 
have not been added to previous estimates and are not accurately known. An estimate 
has, however, been made that the number of newly disabled persons requiring 
treatment rapidly increased as a result of the revolution, with 15,000 new injuries 
occurring during the first three and a half months of the conflict and 10% of the 
newly wounded estimated to have amputations (European Commission 2011). 
 
In summary, post-revolutionary Libya lacks a sound information base regarding 
services available or people injured or disabled during the 2011 conflict. It also lacks 
information regarding the disability health workforce or descriptions of current or 
planned services. This data is crucial for developing an appropriate post-
revolutionary disability service response, improving access to health, disability and 
community services and improving the quality of these services.  
 
This case study will contribute to health service planning in post-revolutionary Libya  
by describing the only functioning adult disability service in the country, current 
services offered at the Centre, worker attributes, service gaps from the point of view 
of workers, professional development and organizational support needs of workers, 




This study will examine literature relevant to disability services in Libya to provide a 
context for the detailed examination of one rehabilitation service in a main city in 
Libya with a particular focus on the experience and attributes of the workforce. 
Disability services, like other human services, rely on the capacity of workers to 
provide service over the long term in a complex and often resource constrained 
environment. To examine rehabilitation services in post-revolutionary Benghazi a 
case study method will be used that incorporates: an extended site visit, inspection of 
local documents, and surveys of workers at the only adult disability service 
functioning in Libya in 2012. Specific factors identified as important in health 
service planning will be examined: patient type and extent of demand, organizational 
arrangements, workforce characteristics, professional development and training 
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needs, services provided, facility infrastructure and issues suggested by workers for 
consideration in service planning. The study will seek the views and experience of 
workers regarding areas for attention and action. The study will also survey workers’ 
job satisfaction and burnout levels, because worker wellbeing has been shown to 
relate to quality of service in health and disability areas.  
 
This aim will underpin exploration of the following questions:- 
 What types of adult physical disability are prevalent in 2012 Libya? 
 What adult physical disability services are available in 2012 Libya? 
 Who comprises the local disability service workforce, and what are their 
demographic, educational, occupational and employment characteristics? 
 How is the adult physical disability health services in 2012 Libya organized? 
(Since only one service was available, this question focussed on the Benghazi 
Rehabilitation and Handicap Centre, Benghazi). 
 What strategies could be implemented at the BRHC to enhance the Centre’s 
operations to achieve institutional goals? 
 As worker wellbeing has been shown to influence quality of service in 
disability, what is the level of disability worker wellbeing at the BRHC, using 
job satisfaction and burnout as proxy measures? 
 To what extent are personal factors such as age, gender, highest educational 
qualifications and duration of employment related to job satisfaction and/or 
levels of burnout at the BRHC?  
 To what extent are environmental factors such as occupation, team 
membership, seniority, supervisory responsibilities, hours of work, 
professional development, perceived safety coming to and from work or 
mode of travel to and from work related to job satisfaction or levels of 
burnout? 
 How might environmental and personal factors interact to affect job 
satisfaction and/or burnout levels?  
 What strategies could be implemented at the BRHC to enhance job 
satisfaction, and prevent or reduce levels of burnout?  




 What implications does this study have for physical disability service 
planning in post-revolutionary Libya?  
 
In addition to answering these questions, the thesis study series will investigate the 
validity of two standardized measures never previously applied in the Libyan 
context. Specifically, the validity and internal consistency reliability of the Maslach 
Burnout Inventory (Human Services) (Maslach & Jackson 1986) and the Job 
Satisfaction Survey (Hills, Joyce & Humphreys 2011) . The former has a number of 
Arabic translations, however none of these used a rigorous translation approach nor 
have they had psychometric investigation. This thesis puts forward the first 
rigorously developed Arabic translation of the MBI (Human Services) for future use 
in Arabic speaking populations. The Job Satisfaction Scale is a new measure not 
previously translated into Arabic or validated in Arabic. This thesis puts forward a 
translation with psychometric evidence to support its use in Arabic speaking 
samples.  
 
 Objectives  1.3
There are six study objectives: 
a) To describe rehabilitation services provided in post-revolutionary 
Libya and having identified one service was in operation to 
concentrate on describing this service located in Benghazi. 
b) To describe rehabilitation worker characteristics in post-
revolutionary Benghazi (demographic, education, occupational and 
wellbeing). 
c) To describe organizational arrangements and workforce attributes 
to assist in centre planning in relation to service provision, resource 
acquisition, and organizational support for workers and worker 
professional development thus informing higher level, national 
planning on disability service development through this case study. 
 
d) To find out the knowledge of health workers regarding the United 
Nations Convention on the Rights of Persons with Disabilities (of 
which Libya is a signatory (1 May 2008)) and their values 
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regarding disability, organizational support, wellbeing, and 
professional development needs. To identify training and support 
program needs for workers 
e) To determine the extent of burnout among workers in different 
occupational roles in the human service sector in RHC Benghazi, 
Libya. 
f) To identify the specific factors associated with burnout. 




 Study design  1.4
A case study methodology will be used that incorporates review of publicly available 
documents/ sources, a field visit to the only functioning physical disability facility in 
Libya in post-revolutionary Libya and a survey-interview of workers at the 
rehabilitation service centre. Information will be collated and analysed to profile 
attributes of the Centre, identify rehabilitation service issues from the perspective of 
workers, and recommend areas for policy, practice, education and research action. 
The study site had little information available online regarding organizational 
characteristics, and this is why on-site data collection of non-confidential documents 
and worker perspectives was required. A survey design emphasizing collection of 
descriptive information from workers and documents was required so that the 
corporate knowledge of existing short and long term records and experience of 





 Figure  1.1: Study Design 
      
 Significance of the study 1.5
The number of people with physical disabilities has increased in Libya since the civil 
unrest of 2011. Twelve months later, in 2012, no government or non-government 
source provided up-to-date information about Libyan adult physical rehabilitation 
services. Service and workforce planning are problematic in the absence of data. This 
study will use the expertise of workers at the only functioning physical disability 
facility in post-revolutionary Libya to profile how services are organized, what 
current services are, who comprises the workforce and what their attributes are, what 
their professional development opportunities and needs are, and what rehabilitation 
service issues and needs exist. This study will not explore the perspectives of people 
with disability; this should be the focus of future research.  
 
This research is important because Libya is in a period of post-revolutionary 
development where strategic choices and plans about rehabilitation are being made. 
While this study is unable to assess whole of country needs, it will investigate 
service and capacity attributes at the Benghazi Rehabilitation and Handicap Centre. 
A de-identified aggregated report and a summary of findings will be made available 
to its staff and this may be of benefit to them in planning and/or professional 
development activities. Findings will also be published to inform development of 
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national policy and service approaches and to contribute to the very limited research 
base on disability and physical rehabilitation services in the MENA region. 
 
The study is being conducted by a Libyan citizen completing PhD studies at an 
Australian university. The research is not funded by any aid, government or 
international agency, and is completely independent. This makes the study unique. 
Many health care workers and administrators in Libya do not have research or 
evaluation skills. This creates challenges in building an evidence base for enhanced 
practice. The wider community will benefit from the application of a research 
approach applied to a local issue.  
 
The lack of sound information on war injuries, impairment, functional limitation and 
disabilities in communities can cause problems in assessing needs for planning, in 
monitoring and evaluation in post-conflict situations. Lack of information can lead to 
under-estimation of the need for rehabilitation services and psychosocial support. 
This results in post-conflict development problems leading to weaknesses in 
provision of strong rehabilitation services. This study will contribute to the 
information base to help inform development of post-revolutionary disability 
services. 
 
Furthermore, workforce wellbeing is important to the provision of high quality 
services and is an essential factor for a health service provider in improving the 
organization’s services. Therefore, job-related burnout is a key factor that affects the 
work life, level of performance, and job satisfaction and staff retention and 
engagement. As health and disability workers in human services play a vital role in 
promoting the quality of patient care, it is important to ensure that they have a high 
level of job satisfaction, are highly motivated, and engaged and commitment to the 
organization. By understanding the causes, consequences and the factors affecting 
the level of burnout of the health professionals, organizations can develop strategies 
to help reduce the stress and challenges that these organizations face, ultimately 
keeping them more motivated in their jobs. This will help to enhance, develop, and 
maintain high level of satisfaction for the future and help to improve the quality of 




 Research contribution 1.6
The study will contribute to health service planning by describing the need, current 
services, service gaps, possible service models and opportunities for future service 
provision. It will help provide an evidence base currently lacking for service 
planners, funding bodies, managers and professional societies to better support the 
enhancing of rehabilitation services in post-revolutionary Benghazi and in the 
MENA region. This research also contributes to both the existing burnout and 
Human Service literature by providing the first data relating to job satisfaction and 
burnout in Libya as well as the first examination of psychometric properties of the 
Maslach Burnout Inventory for Human Services Survey in a systematically 
developed Arabic translation. 
 
 Statement of the problem  1.7
It is clear that there are many people with disabilities arising from the revolution, and 
that risks such as landmines mean that the number of people with injuries and 
disabilities will continue to rise. Currently there is no authoritative information base 
regarding the number of people with disabilities in Libya and the nature of their 
disabilities. This means it is difficult to consider the number and type of 
rehabilitation services that should be planned.  
 
In addition to the lack of information about those with disabilities, little is also 
known about what is currently available and what service gaps and priorities there 
might be. Because health service planning requires accurate and relevant data, the 
lack of information about patients and services is problematic. Moreover, staff 
burnout has implications for service providers, staff and their clients: affected staff 
often experience less job satisfaction, lower productivity and less commitment to an 
organization, and higher absenteeism and job turnover intentions (Maslach, Schaufeli 
& Leiter 2001). The study measured the applicability of the Maslach 
multidimensional model of burnout in a sample of disability workers employed at 
BRHC in Libya. The study also measured the reliability and validity of a new 





After identifying that the only functioning disability service in post-revolutionary 
Libya was the BRHC, the research study was limited to the BRHC and disability 
workers at BRHC (not ancillary staff such as cleaners). Three groups were identified 
to participate in this study (therapists and specialist technicians, nurses, 
administration staff). People with disability were not included. The services for 
people with acquired physical disability at the BRHC were investigated, including 
services for people with orthopaedic impairments and amputations.  
 
 Synopsis 1.9
This chapter provided a brief background on the study, and also identified the aim, 
objectives, research questions, and discussed the significance and outlined the scope 
of the study and the problem statement of the study. The next chapter provides a 
review of the literature review of other studies to make comparisons and determine 
the rehabilitation service needs following conflict and to understand the burnout that 

























       REVIEW OF THE LITERATURE 2
 
This chapter provides a context to the study by describing characteristics of pre- 
2011 revolutionary Libya, and related historical events that have shaped health needs 
of the Libyan people. Information regarding rehabilitation needs, barriers, challenges 
and opportunities will be explored and gaps in understanding identified in 
rehabilitation services provided for disabled people, worker characteristics and 
worker wellbeing. 
 
 Libya before the revolution 2.1
Libya is third largest country located in northern Africa with 90% of the country 
covered by desert. Libya has a small population of about 5,323,991 in a country  
1,775,500 square kilometres in area with most of the population concentrated in the 
two main biggest cities, Tripoli and Benghazi, where most of the health services are 
located (Bureau Eastern Affairs 2012). Libya had abundant oil reserves with related 
industries, and this represented the source of most of the revenue in the pre-
revolutionary national budget (Squalli 2007). In 2011, the country was ranked 81 out 
of 226 countries in terms of GDP per capita purchasing power parity (PPP) according 
to the World Bank, with estimated average income of around USD14,000 per capita 
(Index Mondi 2011).  
 
Population estimates are only known from pre-revolutionary figures. The ratio of 
Libyans who are aged 15 years and more (population at the age of work) reached 
68.9% from grand total of population (Libyan Health Ministry 2010).  The 
percentage of older people in Libya (over the age of 65) is low even by regional 
standards. According to 2009 census figures released by the authorities, Libya’s 
unemployment rate is 20.74% (Tripoli Post 2009). At the beginning of 2016 
according to United Nations (Statistics Division 2016) Libya had the following 
population age distribution: under 15 years is 32.8%;  between 15 and 64 years is 
62.7%; and  65+ years is 4.6 %. Across the whole of population the non-working 
population including (young and old) in Libya is 59.6 %. Relatively short life 
expectancy, as well as low level of education and poor health care are also describe 




In Libya, education is free for all people from elementary school to university and for 
post-graduate education, both in Libya and as Libyan scholarship students in 
overseas countries. From 6 to 15 years of age, education for Libyan children is 
compulsory. Libya has a history of sending university students abroad. Many of them 
go on Libyan government scholarships
 
(World Education Network 2009).  
 
In pre-revolutionary Libya the main health services provider was the government 
which provided most health care such as preventive, curative and rehabilitation 
services to all Libyan people free of charge (World Health Organization 2007). 
Before the revolution, there was no private health care or disability-care system in 
Libya. Health services were delivered to people through primary health care 
units/centres, polyclinics, institution-based rehabilitation centres, general hospitals in 
urban and rural areas and tertiary care specialized hospitals (World Health 
Organization 2007).  
 
There were three adult rehabilitation centres in Libya: one in Tripoli, one in 
Benghazi and one in Misrata. Until 2012, no report had been prepared in English or 
Arabic on these rehabilitation services (Ministry of Social Affairs 2012). A 2012 
report by the transitional government revealed that the Tripoli rehabilitation centre 
was subject to maintenance and not open for service; the Misrata centre was not 
open; and the BRHC, while it was subject to partial maintenance before the 
revolution (with the closure of the female inpatient ward), it remained open during 
and after the revolution. Apart from these three centres, the only other disability 
services available before the revolution were five referral centres for physically 
disabled children and 21 “day-time” units that existed before the revolution 
throughout Libya (European Commission 2011). Details about the day time units 
were not clear, but they appear to have been related to diagnosis specific centres 
(such as a service for the visually impaired).  
 
Under the national Social Security Law, Libya provided disabled people with 
pensions. These pensions varied according to perceived need and national insurance 
contribution: for example, if the degree of disability was estimated to be a minimum 
of 60%, the disabled person received 50% of the old-age social security pension plus 
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0.5% of the old-age pension for each of the first 20 years of contributions and 2% for 
every year above 20 years (International Social Security Association 2011). In late 
2011, LD 60 (equivalent to a 43.48$ US Dollar) a month was the minimum pension 
in addition to 50% of the insured’s earnings. 
 
 Revolutionary Libya  2.2
In 2011, Libya endured a tumultuous period of change through violent conflict. At 
the time, media around the world covered events with descriptions of 
demonstrations, followed by internal violence of the revolution, then post-
revolutionary periods of adjustment, followed again by periods internally generated 
and externally caused instability and danger such as the October 2012 American 
Embassy attack in Benghazi. These phases are now briefly described. 
 
In mid-February 2011, a series of events that began in Benghazi and other eastern 
cities sparked a revolution that quickly spiralled out of Gaddafi’s control. The 
government lost control of the eastern cities, and the unrest spread to other regions. 
Civilian officials and a number of military officers and their units deserted Gaddafi’s 
government and joined the disorganized and amorphous opposition. The rebels were 
described as “drug-fuelled traitors”, “foreign agents” and “al-Qaeda supporters” by 
the Gaddafi regime (Blanchard 2011). In August 2011, the capital, Tripoli, and other 
cities were under the control of Gaddafi’s forces. The cumulative effects of NATO 
airstrikes and the invasion of the rebels in Tripoli and from across western Libya 
against military targets turned the tide. On 20 October 2011 this phase of Libyan 
history ended with Gaddafi’s death (Blanchard 2011).   
 
These events led to the violent over-throw of the Gaddafi regime. This period was 
known as the “Libyan civil war”, “Libyan Uprising” or “Libyan Revolution” the last 
term will be used in this study.  
 
 During the revolution from January 2011 to June 2012, the total number of deaths 
was 19,539, 6048 were killed during the conflict. Since the revolution, about 7 
people have been dying daily from 2008-2012  in Libya, with 3020 dying as a result 
of traffic accidents in 2012 (Health Information Center Department 2012). 
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 Health services 2.3
After the  revolution, Libya had 1424 primary health care (535 health centres, 820 
health units and 37 polyclinics) (Health Information Center Department 2012). The 
health centres serve from 10,000 to 26,000 citizens (World Health Organization 
2012a). Moreover, secondary healthcare totalled 97 hospitals and  included 21 
general hospitals, 32 rural hospitals, 26 specialized hospitals and 18 centralized 
hospitals (Health Information Center Department 2012). Tertiary healthcare included 
21 specialized hospitals (World Health Organization 2012a). There is no private 
health insurance in Libya. It has been estimated that 20% of health expenditure in-
country and overseas is out-of-pocket privately paid health care (World Health 
Organization 2012a). There is a shortage of qualified physicians with approximately 
40% of facilities being without doctors, which is one of the main reasons for self-
referral to the secondary and tertiary health care hospitals (UKAid Department of 
International Development 2011). There is little detailed information and data 
regarding training levels and skills mix. 
  
All levels of health services are decentralized. Before the revolution Libya had 
approximately 97 hospitals with 20,689 beds; after the revolution, there were just 
19,847 available beds and 842 beds were out of service. These beds did not include 
the beds of the social and rehabilitation services supervised by the Ministry of Social 
Affairs (Health Information Center Department 2012). However, as in many Middle 
Eastern North Africa countries, many Libyan citizens seek care in modern centres in 
Europe, Tunisia or Jordan (UKAid Department of International Development 2011). 
 
Libya had 132,777 health workers according to a 2012 Health Ministry report, 
including 11,435 doctors which represented 20 doctors for every 10,000 citizens 
(Health Information Center Department 2012). Before the revolution the percentage 
of foreign human resources in Libya fell from more than 80% in 1970s to less than 
8% in 2005. This has meant dependence on foreign human resources is decreasing 
and will discontinue completely with time if the trend continues (UKAid Department 
of International Development 2011).  In regards to preventive public health, more 
than 90% of routine immunization coverage has been achieved (World Health 
Organization 2007). The private sector had a limited role in Libyan health  before the 
revolution in 2010 there were just 2088 health workers in the private sector. 
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Following the revolution, a growing private health sector emerged (Hani Benamer 
2012), but the private sector failed to fulfil its potential role in health care delivery or 
develop any form of partnership with the public sector (Oakley 2013). There are no 
privately funded centers for disabled people. Compared with its MENA peers, Libya 
spends much less on health care as a percentage of GDP — about 3.3% in 2011 
(Hani Benamer 2012). There is a shortage of specialists in a number of key areas 
such as anaesthesia, cardiology and radiology (World Health Organization 2007). 
Funding for Libyan doctors to gain postgraduate specializations overseas (to benefit 
of Libya upon their return) has also been ineffective as the money spent on 
scholarships appears to support doctors who then practise abroad (UKAid 
Department of International Development 2011; World Health Organization 2007). 
Libya has not derived benefit from their skills. Because of the low salaries available 
locally, Libyan doctors who get scholarships frequently choose to work overseas 
(World Health Organization 2007).  
 
The standard of nursing care in Libya is also inadequate due to poor quality nursing 
education (UKAid Department of International Development 2011). Nursing practice 
was dependent on foreign staffing before 2011, and most qualified nursing staff were 
not Libyan (UKAid Department of International Development 2011).  
 
 Post-revolutionary Libya and impact on disability  2.4
During the 2011 Libyan Revolution thousands of civilians and rebel fighters were 
killed and thousands more wounded. At least 50,000 people were killed in the Libyan 
revolution and an estimated 20,000 were left with serious injuries, the country’s 
interim health minister revealed (World Health Organization 2011a).  
The result of the revolution was thus not only a change in political arrangements, a 
marked change in services and infrastructure, but also a dramatic change in the 
health of people living in Libya. Moreover, it has been estimated that nearly one 
third of the Libyan people were directly or indirectly exposed to the conflict, making 
the provision of psychosocial support crucial (World Health Organization 2011a). 
Immediate health care services during the revolution and immediate post-
revolutionary phase were focused on acute medical emergencies, on survival and on 
limiting the immediate impact of trauma and infection; but after the revolution the 
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health system, already identified to be weak, came to be “close to collapse” (Oakley, 
Ghrew, Aboutwerat, Alageli, KA, Kerwat, Elfituri, Ziglam, Saifenasser, Bahron, 
Aburawi, SA, Tajoury & Benamer 2013). In July 2011, for example, it was reported 
that the therapeutic drugs supply chain in Libya had been interrupted. So Libyans 
were faced with a major challenge — they not only had to regain their own wellbeing 
but also contribute to rebuilding their country. In a post-conflict situation, this 
requires a population where every man, woman and child are able to function to the 
best of their ability. Health and disability care are essential in achieving this goal. 
A similar situation was faced in Iraq after the conflict there. In 2003, Iraq 
experienced a period of conflict that resulted in marked changes in health services 
and infrastructure and also significant changes in the health of the people. According 
to the situation analysis released by the World Rehabilitation Fund (2003), additional 
needs reported comprised: the need for training programs, rehabilitation equipment 
supplies, improved physician knowledge, solutions for security issues, development 
of community based rehabilitation, standardized salaries, and vocational training 
programs. In a similar manner, Afghanistan had passed through a long period of war 
and conflict that had affected it for more than two decades (Armstrong & Ager 
2006). 
 
The literature gives examples of practices from many other countries. According to 
Egger, Lipson and Adams (2000), Angola and Cambodia have in the past 
experienced long periods of war and internal political instability, and a remarkable 
loss or deterioration of standards of health professionals which is a significant issue 
in any post-conflict period. Moreover, after their conflicts, the major priorities for 
these countries were to: determine numbers, types and the level of training of the 
health professionals, and their location and the provision of emergency training to 
them to compensate for years without such training having been available. 
Armstrong and Ager (2006) argue that re-establishing health and rehabilitation 
services is essential. The development of disability services had been recognized in 
Afghanistan as a health priority where strengthening the competence of workforce 
was an important part of developing the rehabilitation services capacity. Developing 
professional self-awareness and implementing change in terms of context is a useful 
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strategy; and it is useful to establish sustainable practice which suits the local context 
(Armstrong & Ager 2006).  
 
In addition, Egger et al. (2000) suggest that reorganization of the basic medical and 
health educational programs and the setting of educational standards are priorities as 
is ensuring that health workers receive adequate wages and benefits and that the 
focus is on longer-term human resource development.  
 
The European Commission Report of 2011 identified post-revolutionary service gaps 
in Libya. They included a need for: 
 -  Emergency assistance to war related injured and casualties; 
 - Qualified personnel such as nurses, midwives and other specialized medical staff 
like surgeons and orthopaedists; 
- Surgical and other medical equipment (radiotherapy, etc.); 
- Flexible primary health care as a result of the increasing number of internally 
displaced persons; Safe blood transfusion service; 
 - Power supply for field and major hospitals; 
 -  Safe water supply. 
 
In addition there were persons numbering a total of 243,000 in mid-June 2011, 
mainly in the eastern part of Libya, but also in the Nafusa mountain region, who 
were ill-provided for in terms of health services (European Commission 2011). 
 
These immediate health care, and acute and long-term rehabilitation needs in the 
post-revolutionary period were overwhelming. Most severely injured people were 
flown overseas for medical treatment and acute rehabilitation. The people with 
disability in Benghazi increased dramatically in the three years to 2012. This rise in 
numbers was due to the war. War-related disabilities are also skewed by gender and 
age, with a higher number of disabled males compared to females due to the 
overwhelming majority of combatants being male, and a high proportion of physical 
disability being in males between the ages of 26 and 35 (Aljanzouri, Anwar & Zaika 
2014). Dr Fatima Hamroush (the 2011 head of the interim Libyan Government 
Health Ministry) in her report on war injured noted that the Ministry for the 
Wounded funded a program to send the war wounded to other countries to receive 
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medical and health care (Hamroush 2012). Over Libyan Dinar 250 million 
(equivalent to 205,882 US Dollar) was spent by this Ministry in a single month to 
fund travel, hotel accommodation and living expenses plus in and out-patient health 
care in other countries. Many Libyan patients who suffered critical injury in war-torn 
areas were treated in different centres in the United Kingdom, which provided them 
with amputee rehabilitation services such as prosthetic treatment, outpatient 
treatment, rehabilitation and reconstructive surgery (National Health Services 2012). 
This affected local health and social care services in Libya because this money was 
then not available for local services. 
 
Although, sending patients overseas for treatment may “buy some time” for those 
patients, they will ultimately need to come home and require ongoing rehabilitation 
services in Libya. Therefore, proactive plans and policies are required from new 
governments to solve these issues (Zeiton 2012). They will need rehabilitation 
services, mental health services, outpatient follow ups, revision surgery and 
psychosocial support (Zeiton 2012). These services also must consider the wider 
social integration needs of patients, including the need for mobility aids like 
wheelchairs, disabled access, speech therapy, prosthetic revision/modification and 
reintegration into the community (Zeiton 2012).  
 
It is apparent that Libyan combatants and war wounded have been provided for in 
other countries in the acute rehabilitation phase but, after this, people need to return 
home and it is not clear what rehabilitation services will be available for them. 
Furthermore, people with disabilities acquired in ways other than combat also need 
rehabilitation and it is not clear whether or to what extent this is available. 
 
 Humanitarian assistance: Positive and potentially adverse 2.5
effects  
The health service needs identified above were responded to by a number of 
international humanitarian aid agencies. On 4 March 2011, the major donors and 
international service providers were Handicap International Federation (HI), 
International Medical Corps (IMC), Institute of Medicine (IOM), Islamic Relief 
Worldwide (IRW), Save the Children (SC), the United Nations Population Fund 
(UNFPA), the United Nations Children’s Fund (UNICEF) and the World Health 
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Organization (WHO) (Handicap International 2011; International Medical Corps 
2011a, 2011b; The World Health Organization 2011; UNICEF 2011).  
 
The agencies provided a variety of support, with a WHO Flash Appeal typical: it was 
launched and provided essential aid (The World Health Organization 2011). The 
immediate health priorities for that appeal included provision of emergency medical 
and surgical care to the injured. Access to health care and basic medicines was 
identified as an essential prerequisite to the proper care of affected people. Food, 
shelter, adequate water and sanitation resources were needed to maintain health; sick 
and injured people were referred abroad for specialist treatment (The World Health 
Organization 2011). This specialist treatment could include acute rehabilitation.  
 
The immediate assistance and range of agencies providing support was positive in 
the face of disaster, but there are consequences that can be negative if the type of 
assistance and the way it is provided are not carefully thought through. The 
experience of other post-conflict countries reveals potential problems that could also 
occur in Libya. Humanitarian assistance, for example, tends to focus on emergency 
services and it rarely integrates long term rehabilitation and development planning 
(Rockhold & McDonald 2009). In the case of rehabilitation, services can tend to 
focus on ex-combatants who often receive more attention than entire populations of 
civilian individuals with disability acquired through explosive remnants of war or 
other means (Rockhold & McDonald 2009). These people with disability can be left 
with a lack of support even though humanitarian assistance may be flowing into the 
country. This exacerbates existing problems where there has been a failure to 
recognize the needs of disabled people (Rockhold & McDonald 2009).  
 
Another problem that has been identified in other post-conflict countries receiving 
assistance from international agencies and other partners is that it is often delivered 
in stand-alone systems with limited local assistance, integration or collaboration with 
local systems (Rockhold 2010). International NGOs regularly end up developing 
independent rehabilitation systems of care and as a consequence medical 
rehabilitation services can remain separate to the public health sector (Rockhold 
2010). This means local capacity is not built up, and if international aid ends the 




Turmusani (2001) presents an example of this happening in the post war situation in 
Kosovo. Here humanitarian assistance for emergency responses came from 
international agencies. But because this assistance was separate to local agencies and 
government, these humanitarian NGOs contributed to a culture and practice of 
dependency and reliance on external help, instead of the creation of domestic 
capabilities, self-confidence and local strength in health services. As immediate 
assistance provided by NGOs was not withdrawn after the crisis, local agencies and 
government were not able to develop capacity and implement a more sustainable 
approach to community development (Turmusani 2001).  
 
Post-conflict dependency problems have been proposed to be particularly 
problematic in disability sectors (Turmusani 2001). Turmusani (2001) suggests that 
disability services focus on reactive plans rather than taking proactive planning 
approaches to delivering services. This is complicated by the fact that each external 
aid agency may perceive disability in different ways which results in work remaining 
ineffective and scattered. Kosovo, for example, demonstrated that international aid 
left a post-conflict situation that lacked a comprehensive disability policy including 
definitions of disability and inclusion strategies (Turmusani 2001). The Kosovo post-
conflict situation shows that planning services for disabled people depends on 
accurate local reports and if local information and research is not done, outside 
expertise is not adequate to gain insight into the situation of people with disability 
(Turmusani 2001). This thesis study is the first time Libyan physical disability 
services have been investigated from a local perspective. It is therefore a significant 
resource for post-conflict understanding and planning of disability services in Libya. 
 
Before the 2011 revolution, disability-specific international organization aid was rare 
in Libya. It was limited to the provision of equipment and staff training in amputee 
rehabilitation through Italian funds. In the post-conflict period, high planning levels 
with local humanitarian interventions and collaboration with peak international 





After conflict, people with disabilities need immediate assistance and protection 
(World Health Organisation 2011b). In the aftermath of war, humanitarian organiza-
tions do not always respond to the needs of people with disabilities directly, and 
access to those people in affected communities can be difficult (The World Health 
Organization 2011). 
  
The vulnerability of persons with disabilities can be minimized in a number of ways: 
first, humanitarian organizations should plan to meet disability needs before a crisis; 
secondly, they should assess the specific needs of disabled people; and thirdly, they 
need to provide appropriate services including referral and follow-up services (The 
World Health Organization 2011). In post-conflict Libya this is yet to occur. 
Libya’s disability services response has been ad-hoc. Most injured people were sent 
overseas for treatment. Health providers in Libya now need to reorganize to provide 
appropriate services for each patient. BRHC is a tertiary provider but after the 
revolution it provided outpatient services, especially therapy services, for all patients 
(not only the disabled).  
Humanitarian aid agencies working in Libya provided ad-hoc disability assistance 
during and after the revolution. A case by case approach has been taken rather than 
systemic capacity building — this is evident in the reports being released that 
describe personal stories in the “tragedy” tradition for example, (Handicap 
International 2011; International Medical Corps 2011a, 2011b). These are individual 
stories about service recipients and the tragedy of circumstances surrounding their 
injury. These reports and this approach do not help build a picture of how service 
systems or infrastructure are or could be organized to help people beyond the 
individual described. “Tragedy stories” may be useful in generating donations to 
humanitarian organisations, but they take a biomedical approach to disability with a 
focus on deficits. This further undermines opportunities for systemic capacity 
building in rehabilitation and community integration. But in the absence of other 
data, an individual approach may be the only information an agency has got to raise 
the issue of people with disability in Libya and funds required for any service 




To date no study has examined the impact of humanitarian or other agency assistance 
for people with disability in Libya. While such an assessment is beyond the scope of 
this thesis, the thesis study series will find out more about what is already available 
in Libya, and this will provide information to alert agencies to service and workforce 
capacities and needs already in-country so that sustainable approaches can be 
developed. 
 
 Assessing disability and rehabilitation needs in Libya  2.6
Needs of and services for people with disabilities and injuries are “cross-cutting and 
reach across health, social and education sectors” (World Health Organization 
2009b).  Specific information about health and disability problems is not available 
for post-revolutionary Libya. Likely problems can, however, be estimated from other 
areas that have faced the same situation in the past. For example in 2009, an 
assessment by the World Health Organization (2009) in Gaza found such problems 
as: 
 the lack of appropriate follow up leading to complications and long-term 
disability  
 chronic diseases as a consequence of discontinued treatment and barriers  to 
access  timely health services 
 explosion induced permanent hearing loss undiagnosed and untreated due to a 
lack of early screening and appropriate treatment  
 mental health problems resulting from insecurity and the lack of protection as 
well as from exposure to trauma. 
 
It is likely similar problems have occurred in Libya following the revolution. At 
present, post-revolutionary Libya lacks a sound information base regarding people 
injured and disabled during the conflict. This data is significant for developing an 
appropriate response. There is a need to establish a good data source to estimate the 
need for access to health and social services (World Health Organization 2009b). 
This will help inform estimates of the burden placed on the community through 
injury related disability and foster the development of appropriate policy, priority, 
setting, and monitoring of intervention in the future (Lyons, Kendrick, Towner, 




In pre-revolutionary 2011 Libya, the burden of disease was identified to be rapidly 
shifting from communicable to non-communicable causes (European Commission 
2011). In post-revolutionary Libya the burden has not yet been quantified due to the 
volatile situation and limited information systems and data available. As Libya builds 
such systems, appropriate classifications should be used to frame data collection.  
 
The World Health Organization suggests that International Classification of 
Functioning and Disability (ICF) (2000) can be used as a framework to collect data 
about health and disability. It is a classification that helps to standardise health 
statistics including disability; it enables develop a harmonizing approach to disability 
data (The World Health Organization 2011). The ICF uses a social model of health 
and disability to organise information about a person’s body structures and function, 
activities and participation in the community. It can thus record disease and injury 
related information as well as information about personal and social functioning and 
the impact of the environment as an enabler or barrier to participation. A person may 
have a structural deformity under this classification system, but they may still be able 
to participate in all activities and roles. Under a biomedical model of disability the 
person would be considered to have a disability, but under a social model they may 
not if they can function, undertake activities and participate fully in life. This is 
important to recall when considering different types of disability services and system 
models. In the following sections, literature was explored to reveal information about 
people with disabilities and disability services in Libya. These show that the ICF 
approach to understanding disability was yet to be used in Libya, and that a 
biomedical rather than social model of disability dominated. 
 
 People with disabilities in Libya 2.7
According to the People’s Congress in Libya and Law No. 3 of 1981 on “Disabled 
Persons” they are defined as: 
…whoever is suffering from a permanent impairment precluding him totally or 
partially, from performing work, behaving normally in the Community or from 
either such handicaps, regardless of whether due to his mental, psychological, 
sensorial or physical impairment, and irrespective of whether it be congenital or 




Classification of disability according to disability law in Libya (People's General 
Congress 1981) is:  
 Persons suffering from sensorial impairment that prevents them from behaving 
normally in the community, even if this impairment be not combined with other 
apparent disability to perform work:  
They are the: 
1. Visually impaired 
2. Hearing impaired 
3. Mute or unable to speak  
4. Short-sighted persons who are not likely to recover their normal sight 
5. Persons with poor hearing and not likely to recover  
People with physical impairment who are prevented from behaving normally in the 
community and though not to the extent of preventing them from performing their 
normal duties.  
1. People with amputation  
2. Crippled 
3. Paralyzed 
Persons who suffer from chronic diseases and therefore are impaired and cannot 
from perform their daily chores and earning a living.  
Persons with mutilation or permanent invalidity on a part of their bodies…  
(People's General Congress 1981). 
 
It is clear from this policy that a biomedical and impairment approach to disability is 
taken not a social model of disability. Only one reference is made to “daily chores” 
and “earning a living” but this is only in relation to impairment and not in relation to 
the opportunity to fully participate in the community.  
 
Libya has no recent accurate statistics about the number of people with disabilities in 
the country. There are only inadequate statistics for persons living with disabilities or 
suffering disabling injuries, instead statistics are produced in relation to deaths 
(Table 2.1). 
 
Like any country even without armed conflict, there are people with acquired 
disability from trauma such as road accidents. Based on available Libyan annual 
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statistics, many injuries and disease resulting from traffic accidents in the year 2009
 
(Libyan Health Ministry 2010) (see Table 2.2). Despite the fact that not many people 
own private vehicles in Libya, Libya’s road death rate is more than three times that 
of European union and almost 3 times the MENA average (World Health 
Organization 2007). While annual statistics were collected for road accident deaths 
(Table 2.3), there was little detailed data for disability arising from road accidents 
(only available for 2007 and an estimate for 2012: see Table 2.2). 
 
The latest population census done in 2006 (before the Revolution) estimated the 
number of people with disabilities in Libya to be 80,000. Prior to the revolution, 
census data revealed that people with disabilities suffered a number of conditions 
(Table 2.4) from a variety of causes (Table 2.5) across varying age ranges (Table 
2.6). The World Health Organization (2007)  drew attention to the fact that around 
1.2% of the population was blind, mainly due to cataract. Trachoma still is 
widespread in some parts of the country. However, it is clear that the number of 
people with disability cases is underestimated particularly when the WHO considers 
that (a) there is no available information about disabled people in Libya; (b) it is 
estimated 10% of the total population of people with disability live overseas in 
developing countries; and (c) Libya has a high percent of traffic accidents (World 
Health Organization 2007). The average daily death rate from traffic accidents is 
estimated to be 6 people (Libyan Health Ministry 2010). However, Libya does not 
have a systematic data collection procedures and storage system to determine the 
actual numbers of people living with disability in Libya. 
 
According to a Libyan health report in 2012, there were 96,031 persons with 
disabilities (from all causes, included congenital and acquired) in Libya. This 
comprised: 54,293 congenital disabilities; 9808 people disabled as a result of 
accidental injury; from work-related injury 2245; and from chronic disease 24,749 
(for greater detail, see Table 2.5 below). Of those with disabilities in Libya, 15,932 
have a physical disability as defined under Law No. 3 of 1981 on “Disabled 
Persons”. However, the number of persons is not evenly distributed as some areas 
were more affected by the war than others. While there are about 1,101,000 people 
living in Tripoli, there are just 1680 people with physical disability there. About 
681,000 people live in Benghazi, but 2540 have a physical disability (Health 
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Information Center Department 2012). During the revolution from 1 January 2011 to 
13 June 2012, the total number of deaths was 19,539, of whom 6048 were killed due 
to the conflict, 1085 died as a result of traffic accidents in 2012 and 10,345 from 
disease (see Table 2.1 below). Road accidents are a disproportionate source of death 
and injury (no speed limit, no seatbelts, and few ambulances). An average of about 
seven people died each day in road accidents (or from injuries sustained in road 
accidents) in the five years 2008–2012. In the 2012 Health Information Center 

















Source: Health Information Centre Department (2012). 




Table  2.2: Summary of number of deaths and injuries from traffic 
accidents 
Year Death Severe injuries Simple injuries Total 
2007 2301   6791 7338 16,430 
2012 3020 3497 3632 10,149 
 
Source: Libyan Health Ministry (2010), Health Information Centre Department (2012). 
Note: Data presented in Arabic; translated by RH without alteration.  
 





















Total for 18 years 31,123 
Source: 1995–2007 data from LHM 2010 Report, data from 2008–2012 from HICD. 




Table  2.4: Distribution of cases of disability by type of handicap 2007 
  
Number (2012) Number (2007) Disability Type  
3951 3387 Blind 
7386 5488 Weak vision 
5712 658 Deaf 
1712 989 Weak hearing 
5077 118 Mute 
20,433 14658 Mental retardation 
15,932 12480 Paralysis 
 3365 Amputation 
 15181 Cut-off 
  4330 Chronic disease 
  8576 Multiple-handicap 
 69230  Total 
 
Source: Libyan Health Ministry 2010, Health Information centre Department (2012).  
Note: Data presented in Arabic; translated by RH without alteration.  
 
Table  2.5: Distribution of cases of disability by cause 2007 and 2012 
 
Number (2012) Number (2007) Reason for disability N 
54,293 36179 Congenital 1 
2417 987 Difficult birth 2 
 730 Non-vaccination 3 
 19427 Disease 4 
9808 8116 Accident 5 
 1150 War-related 6 
2245 730 Duty performance 7 
 362 Fire 8 
2519 3040 Other 9 
96031 70721 Total  
 
Source: Libyan Health Ministry (2010); Health Information Centre Department (2012).  
Note: Data presented in Arabic; translated by RH without alteration.  
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Table  2.6: Distribution of cases of disability according to age group for 




0–4 5–14 15–24 25–34 35–44 45–54 55–64 <65 Total 
Total 
(2007) 
346 6182 12,117 17,932 15,828 9694 6138 14,259 82,496 
Total 
(2010) 
1321 7699 13,013 18,093 16,166 10162 6757 13,934 87,145 
 
Source: Libyan Health Ministry (2010); Health Information centre Department (2012).  
Note: Data presented in Arabic; translated by RH without alteration.  
 
According to the European Commission an estimated 160,000 to 200,000 disabled 
persons were living in Libya before the revolution, including road traffic accident 
injury survivors and previous landmine injury survivors (European Commission 
2011). After the revolution, the injuries and trauma from the revolution resulted in 
more persons having disabilities. The estimated number of newly disabled persons 
requiring treatment rapidly increased by 15,000 in the first three and a half months of 
the revolution alone (European Commission 2011). As many as 10% of the newly 
wounded were estimated to have amputations (European Commission 2011). Based 
on the above, it can be seen that there is a significant need for access by injured 
people to rehabilitation assessment, treatment and community integration services to 
meet their requirements.  
 
One of the major causes of physical disability in the revolution is landmines. In the 
Libyan revolution landmines were used by both Gaddafi supporters and rebels and 
many of these remain in unmarked areas (European Commission 2011). Landmine 
explosions can lead to permanent physical disability. It is anticipated that the 
numbers of persons requiring rehabilitation (both physical and psychosocial) as a 
result of landmines will rise even after the conflict has ended because unexploded 
ordinances and landmines continue to be a threat long after a conflict has finished 
(European Commission 2011). Internally displaced persons (IDP) are especially 
exposed to landmine risks when they are returning to their homes (European 
Commission 2011).  
 




 Rehabilitation services 2.8
2.8.1 Disability services in post-revolutionary Libya 
Sound information about actual and potential rehabilitation needs in Libya is not 
available for post-revolutionary Libya. Libya has inadequate sort of information 
about people with disability, and workforce information or description of services. 
This data is important for developing an appropriate plan to improve access to health 
and community services. In the absence of such data, the likely needs related to 
rehabilitation services can be estimated from other areas where there has been 
conflict. For example, the report from the World Rehabilitation Fund in 2003 
analysed the situation in Iraq and found complex needs as presented in Table 2.7 
























Table  2.7: Rehabilitation service needs 
 
 
Similar needs may occur in Libya. Other needs can relate to the consequences of 
stress following conflict. First of all, people may have had a direct physical impact 
from the war which has caused them to have a physical disability. Secondly, they 
may have lost a member of their family or friends during the war. Thirdly, the 
destruction of the country’s infrastructure can impact their psychological wellbeing 
(Rockhold 2010). For example, roads or buildings related to public health or 
disability services may be destroyed. These stressors are experienced by people with 
disabilities, their families and the workers who care for them. 
 
Source: World 




2.8.2 Rehabilitation services – underlying concepts 
Rehabilitation is a primary strategy to assist people with disabilities; however there is 
no specific definition of rehabilitation adopted by the Libyan People's Congress or 
post-revolutionary governments. So this definition adopted by the World Health 
Organization is used to define rehabilitation in the study: 
Rehabilitation measures are aimed at achieving the following broad outcomes: 
prevention of the loss of function, slowing the rate of loss of function, 
improvement or restoration of function, compensation for lost function & 
maintenance of current function (World Health Organization 2012b, p.3). 
  
And in this context rehabilitation is  
a set of measures that assist individuals who experience, or are likely to experience, 
disability to achieve and maintain optimal functioning in interaction with their 
environments  (The World Health Organization 2011, p.96).  
 
The rehabilitation cycle (Figure 2.1) is used to identify specific patient’s problems 
and needs, and is used as a guide for health professionals to find appropriate 
interventions. The rehabilitation cycle is a process that consists of many tasks 
including identifying problems and needs and assessing the effects of intervention. A 
rehabilitation cycle is a structured method that can be used in rehabilitation 






 Figure  2.1: The Rehab-CYCLE is a modified version of the Rehabilitation Cycle  
 
Source: A modified version of the Rehabilitation Cycle devised by Steiner et al (2002) 
based on one that had been developed by Stuki and Sangha (1998). 
  
2.8.3 Types of rehabilitation services 
Although service delivery needs and approaches have yet to be determined for post-
revolutionary Libya, there are some attributes of future service delivery models can 
be identified. The most common contemporary approach used in rehabilitation is 
multidisciplinary rehabilitation: 
 Multidisciplinary is where there a team leader in charge of the planning of patient 
care, but there are a range of professionals involved in care. Each practitioner 
carries out treatment independently, according to his/her expertise but there is 
formalized coordination — it is extension of the coordinated model (Kane, 
Shamliyan & Mccarthy 2011).
 
 
This model may have been used in pre-revolution rehabilitation services in Libya, 
but has not been formally documented — it can only be inferred from descriptions of 
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facilities and staffing. Before the revolution there were three tertiary referral centres 
for adults with physical disabilities located in Tripoli, Misrata and Benghazi, five 
referral centres for physically disabled children and 21 “day-time” centres (European 
Commission 2011). As this thesis study revealed, the BRHC was the only 
functioning centre for adults after the revolution. Almost nothing could be found 
about the day time or referral centres, but anecdotal reports from informants during 
the site visit for this study revealed the three tertiary referral centres had medical, 
nursing, psychological and physical therapy services when they were open and 
functioning. 
 
It appears this multidisciplinary model will be adopted in the future for Libya. For 
example, to coordinate the establishment of rehabilitation centre for war injuries, the 
Ministry of Health in Benghazi signed an agreement with International Medical 
Corps in late 2011. They will be developing a multidisciplinary and comprehensive 
rehabilitation centre in Benghazi to provide therapy for the injured, including people 
who have suffered “amputations and other massive orthopaedic trauma, spinal cord 
injuries and head trauma, as well as psychological trauma” (World Health 
Organization 2011d).  
 
There are four different types of rehabilitation services that can use multidisciplinary 
approaches and need to be recognized and developed by the new Libyan government. 
According to Olaogun, Nyante and Ajediran (2009) , these are:  
 
 Active rehabilitation services 
This type includes functional training schooling and vocational training, and 
leads those with disabilities to an independent life if possible and better 
social integration. 
 
 Passive rehabilitation services 
This type of service does not aim for independence and reintegration of the 






 Institution-based rehabilitation(IBR) 
These are general or specific services provided at institutions or homes for 
the disabled and they can be active or passive. 
 
 Community-based rehabilitation (CBR) 
There are active rehabilitation services provided in the community often 
supported by the community with people with disabilities living at home or in 
supported community care. 
 
Biomedical and/or social approaches to disability can be used in any of these models, 
although to really work CBR should adopt a social approach so that people with 
disability are supported to participate fully in life roles. Biomedical models focus on 
the condition and social models of disability focus on helping the person function in 
every day society and fully participate in community life. The World Health 
Organization has adopted a social model of disability in the ICF which was 
developed to provide an integrated and standard language and framework for 
describe all aspects of human health (World Health Organization 2001). Steiner et al. 
(2002) used the ICF model in the rehabilitation cycle presented earlier.  
 
  Approaches to disability and rehabilitation  2.9
According to the World Health Organization (2007) even before the revolution there 
was no information available about Long Term Care in Libya and Rehabilitation 
Services (p.64). The definition of disability used by the People’s General Congress 
(presented above in section 2.6) before and during the revolution can be used to infer 
that the approach to disability in Libya was biomedical — hence the focus on 
impairment and conditions. Typical of biomedical approaches, an institution-based 
treatment and service approach to rehabilitation was adopted. Institution-based 
services focus on the individual. 
 
2.9.1 Individual treatment focussed rehabilitation 
 According to (United Nations 2009), the definition of rehabilitation for individuals 




…a goal-oriented and time–limited process aimed at enabling an impaired person 
to reach an optimum mental, physical and/ or social functional level, thus providing 
her or him with the tools to change her or his own life. It can involve measures 
intended to compensate for a loss of function or a functional limitation (for 




As there is no research about post-conflict Libyan rehabilitation or disability care, 
potential strategies for individual-orientated specialist rehabilitation care can be 
illustrated by looking at the Iraqi experience. For example, a “capability 
enhancement mission” program to improve amputee care in Iraqi was conducted by 
the United States (US) and Iraqi providers (Scherer 2009). The interdisciplinary team 
was equipped to provide appropriate rehabilitation services particularly in prosthetic 
care for upper and lower extremity amputees who suffered from acute and complex 
trauma (Scherer 2009). According to Scherer (2009), the therapy goals focused on 
educating the patients on the independent use of their prosthetic limbs for activities 
of daily living. Furthermore, the study found that there were two factors affecting 
training mission success. These were (a) long term program feasibility with 
rehabilitation programs and (b) cultural considerations needed when adopting new 
practice patterns for rehabilitation and social reintegration. Developing infrastructure 
for the program and increasing the availability of the power supply were added 
challenges during and after the conflict. Without power supply, computers in clinics 
and other equipment were at risk of not working. The timely and reliable delivery of 
medical supplies and prosthetic components was also affected by poor 
communications and the banking system. This program model was seen to be 
successful in improving health services in countries rebuilding specialist post conflict 
(Scherer 2009). 
 
2.9.2 Community based rehabilitation 
Social models of disability assume that people, no matter what their condition, will 
want to participate as fully as they can in the community. Individual institution-based 
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rehabilitation may not be able to address all the issues needed to make that happen. A 
CBR approach may therefore be needed.  
 
The United Nations and the World Health Organization adopt a social model of 
disability. This influences the way they define and focus rehabilitation. According to 
the World Health Organization and the International Disability Fund, the definition 
of CBR is: 
…a strategy within community development for the rehabilitation, equalization of 
opportunities and social integration of all children and adults with disabilities. CBR 
is implemented through the combined efforts of disabled people themselves, their 
families and communities, and the appropriate health, education, vocational and 
social services (World Health Organization 2004, p.2). 
 
CBR aims to empower all the members in the community — including people with 
disabilities — to achieve equal access to all the resources that are available in 
community. CBR provides health services to disabled people and improves the 
participantion and functioning in daily activities (Combined Universities Centre 
2006; Economic and Social Commision for Asia and Pacific 1997).  According 
toTran, Hall, Davis, Landry, Burnett, Berg and Jaglal (2008), there is an increase in 
demand for physiotherapy due to the shift in health service delivery from hospital to 
community care which results in earlier patient discharge. 
  
CBR has seven different components (Economic and Social Commision for Asia and 
Pacific 1997):  
(1) Creating of a positive attitude towards disabled people;  
(2) Providing rehabilitation services such as physiotherapy, occupational therapy, 
speech therapy, etc.;  
(3) Providing education and training opportunities, e.g special education, training in 
activities of daily living skills occupational therapy;  
(4) Creating of micro and macro income-generation opportunities;  
(5) Providing community care facilities;  
(6) Preventing the causes of disabilities; and  




CBR is highly effective and valuable for people with disabilities in the community. 
CBR programmes enhance individual quality of life and family quality of life 
(Mannan & Turnbull 2007). Therefore, for governments and non-govermental 
organizations in developing countries that decide to undertake the challenge of 
improving the situation of people with disabilities (Lagerkvist 1992; Souphan 
Inthirat & Thonglith 1999), they need to evaluate the CBR program to enable policy 
makers to continue to advocate inclusion of CBR in public policies as an effective 
strategy within general community development for rehabilitation, equalization of 
opportunities, and social inclusion of all people with disabilities (Mannan & Turnbull 
2007). 
 
CBR has benefits; however, there are also disadvantages (Table 2.8). 
 
2.9.3 Establishing or re-establishing post-conflict rehabilitation 
services  
The needs of the war injured and other disabled people “imply specialized 
orthopaedic treatment, appropriate prostheses, and physiotherapy treatment, 
psychosocial support activities, but also capacity building of the national 
rehabilitation service centres” (European Commission 2011). So there is a need for 
individually focussed, institutionally based rehabilitation care models in the acute 
phase. But once stabilized, people need to be discharged to the community so they 
can contribute to post-conflict reconstruction.  
 
Following conflict, building the capacity of whatever rehabilitation services are 
available needs to be reactivated immediately, including facility-based and 
community-level services. Early detection and intervention is essential for people 
with new injuries, including those with hearing, visual injuries and other physical 
injuries (World Health Organization 2009b). In post conflict situations, there is also a 
problem related to discharging people with injuries, burns and acute surgical 
conditions from the hospital too early as inadequate follow up care may lead to 
severe complications such as burn scars, post-operative complications and later 
infection (World Health Organization 2009b). In many cases, injuries may cause 
63 
63 
permanent disabilities such as amputation and disfigurement. If appropriate acute 
rehabilitation and specialized services are not provided to those people immediately, 
it may lead to permanent disability. Moreover, secondary complications are also a 
risk factor for permanent disability. Such complications include  infected wounds, 
contractures or secondary amputations (World Health Organization 2009b). 
 
2.9.4 CBR in post-conflict situations 
CBR is well suited to places in post-conflict and reconstruction situations because it 
provides a model of social participation that goes beyond the people who have the 
condition themselves. It includes:  
people with disabilities, families of disabled people, organizations of people with 
disabilities, local, regional (state) and national (federal) governments international 
organizations, non-government organizations, professionals in health sciences and 
other fields and private sector ‘business and industry’”(Olaogun et al. 2009, p.27)..  
 
The assumption is that changing all these aspects of society is needed to provide a 
community where disability is not cause for exclusion. In doing so, people with 
disability and their families can be involved in post-conflict reconstruction. For 
example, the Commission of the European Communities (1996)
 
defined 
rehabilitation at the community level as 
restoring productive capacities and providing everyone with a certain access to 
basic means of production (land, seed, tools) (Commission of the European 
Communities 1996, p.13). 
 
Peat and Jalovcic (2009) suggest that CBR facilitates the integration of war victims 
into the economic and social life of their communities, helping protect the rights of 
disabled people. In addition, CBR related development which involves a wide range 
of people in the community, helps participation of disabled people in the community. 
For example, in Bosnia and Herzegovina, CBR was used during the conflict to 
address the needs of disabled people when health institutions were destroyed. 





CBR has been demonstrated to play a vital role in post-conflict Middle Eastern 
countries. In Iraq for example, CBR stakeholders played an important role in 
addition to the government and NGOs in “policy making, planning, funding, 
managing and implementing CBR programs” (Hassin 2010, p.666) But, as Hassin 
(2010) identified, following conflict the disruption of community support systems 
and limited access to health services can cause devastating effects for people with 
disabilities, making the establishment of CBR more challenging to set up than 
institutional services with individually focussed biomedical treatments for disability 
related conditions.  
 
Olaogun et al. (2009) suggest that in normal circumstances, CBR should be started at 
the local government level rather than from national level — because top down 
approaches can be wasteful. In post-conflict scenarios, however, assistance by peak 
organisations such as the United Nations may be essential if states are not yet 
organized. They can provide developing countries in post-conflict situations with 
technical aid, appliances and assistive technology to reintegrate people with 
disabilities into the community (Olaogun et al. 2009). They can also initiate CBR 
approaches where there were none before. The best ways to do this are yet to be 
investigated.  
 
More research is needed about how best to establish CBR in post-conflict situations 
because disability-related research has less priority than other areas such as 
emergency care and health, and this is complicated by the fact that population based 
data are rare, particularly in conflict ridden countries and where such data does exist, 
most studies and data focus on ex-combatants (Rockhold & McDonald 2009). This is 










Table  2.8: Advantages and disadvantages of CBR 
 (Peat 1997) 
 
 
At the time of this study, CBR programs in Libya were non-existent. According the 
World Health Organization (2007) and the International Committee of the Red Cross 
(2013), little information on war injuries, impairment, functional limitation and 
disabilities in Libya existed before the revolution, nor has existed since the 
revolution. This can cause problems in assessing needs for planning, and in the 
monitoring and evaluation of rehabilitation in post-conflict situations. If such data 
were established in the future, they could help ensure appropriate identification and 
subsequent referral to services that are accessible (World Health Organization 
2009b).  
 Accessing rehabilitation services 2.10
Disabled people and other at risk groups, such as the elderly, usually face difficulties 
in accessing appropriate care and support (World Health Organization 2009b). WHO 
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has identified a range of barriers that exist for people with disabilities trying to 
access health care in any situation (World Health Organization 2011d). These have 
been applied to examples in Libya in Figure 2.2. 
 
  
Figure  2.2 : Barriers to service access for people with disabilities – concepts 
from WHO applied to examples from Libya by RH 
 
Some strategies are useful in overcoming barriers to rehabilitation services, and 
increasing provision through a series of actions (The World Health Organization 
2011). They include: 
 Improving policies, laws and delivery systems, including development or 
updating of national rehabilitation plans 
 Promoting a funding policy to address barriers within and to the rehabilitation 
sector 
 Developing the workforce for rehabilitation, including training and retention 
of rehabilitation personnel 
 Expanding and decentralizing services delivered 
 Increasing the use and affordability of technology and assistive devices 
 Improving research programs, including information and access to good 





 The disability and rehabilitation workforce  2.11
 No information could be located in English or Arabic that specifically described the 
Libyan disability and rehabilitation workforce. Consequently information about the 
health workforce has been used to characterise issues that may be facing the 
disability workforce in Libya.  
 
2.11.1 Workforce supply 
Libya has human resources typical of countries in the Middle East and Northern 
Africa region (MENA region) (El-Jardali, Makhoul, Jamal, Ranson, Kronfol & 
Tchaghchagian 2010; Ranson, Chopra, Atkins, Dal Poz & Bennett 2010). The 
authorized data shows that Libya has 20 physicians, 6 dentists, 6 pharmacists, 71 
nurses and 23 paramedical staff per 10,000 head of population (Libyan Health 
Ministry 2010), with a difference in distribution of the health professionals across 
cities. Before the revolution, an external agency found different estimates in relation 
to doctors, with a total of approximately 7000 physicians in the country, meaning 1.3 
per 1,000 population or just over 7 per 10,000 (European Commission 2011). 
 
Libyan doctors were reported to have low salaries, they need to go overseas to study 
and to acquire specialized training, which resulted in many of them subsequently 
choosing to make their careers abroad (Iredale 2001). As a result, before the 
revolution, Libya was required to “import” expensive foreign medical workers to 
replace those who left (World Health Organization 2007). According to a UN report, 
the health system in Libya was hampered because of a shortage in capacity in most 
areas of care including managerial capacities (European Commission 2011). 
Newman, Ye and Leep (2014) argued that an effective public health system relies on 
the capacity of its workforce, so if much of the medical workforce is expatriate and 
mobile, the system is vulnerable if they leave. This is what happened in Libya during 




According to the  Health Information Center Department (2012), in 2012 about 101 
training courses were conducted for 1948 health staff to improve their performance: 
1892 of them undertook training programs to improve their performance and 56 
undertook rehabilitation-related or specialist programs. In relation to other health 
professions, a major lack of health workers in Libya has been identified in the 
following specialized positions: pharmacists, medical technicians and trained 
paramedics (World Health Organization 2007). In regard to health professionals with 
rehabilitation-related specialized training (such as allied health physical therapists, 
occupational therapists, psychologists or speech therapists), there is no information 
available in Libya and nothing about the MENA region, nor has an assessment of 
such needs been completed.  
 
The problems of workforce supply of health professionals are also experienced in 
low and middle level developing countries (Chen, Elzinga, Fee, Habte, 
Hanvoravongchai, Jacobs, Kurowski, Michael, Pablos-Mendez, Sewankambo, 
Solimano, Evans, Stilwell, de Waal, Wibulpolprasert, Anand, Boufford, Brown, 
Chowdhury, Cueto, Dare & Dussault 2004). They arise because of limited domestic 
education and training capacities, and poor recruitment and retention strategies 
further complicated by the migration of health professionals. In conflict 
environments, qualified health professionals are more mobile so they can escape 
violent and difficult situations, thus creating problems both during conflict and in the 
post-conflict period as there are not enough well-trained health professionals to meet 
the population’s needs and expectations.  
 
In considering ways forward in post-conflict environments, the way to build health 
workforce capacity is to implement strategies that will increase staff recruitment and 
retention. The World Health Organization proposed “Human Resources for Health” 
management and planning strategies and research should be implemented to achieve 
these goals (World Health Organization 2006). In particular the following three 
elements were seen to be priority strategies: developing better recruitment strategies, 
supporting current workers to improve their performance, and reducing of turnover 




Having a career structure has been identified as influential in workforce supply 
(Martínez & Martineau 1998). A career structure provides incentives for workers to 
be recruited, rewarded for improved performance and for staying employed. To date 
no research has been conducted in Libya to describe the disability rehabilitation 
workforce, their recruitment or employment arrangements, career structure and what 
if any retention strategies have been adopted before or after the revolution.  
 
Inconsistent distribution of the health workforce is evident, so that some health care 
facilities are unjustifiably overstaffed while others are severely understaffed in Libya 
(Oakley et al. 2013). Inefficient deployment of staff is very common which affects 
access to care, equitable health care provision requires effective employment system. 
After the conflict, the deployment system often become weaker or may break down 
entirely (Roome, Raven & Martineau 2014). This was observed in Libya after the 
revolution. This mal-distribution in the number and quality of health workers is a 
critical issue in any country but particularly after conflict. For example, the 
imbalanced distribution of qualified health professionals between urban and the rural 
areas is common as well as misdistribution between public and private sectors. 
Hamdan and Defever (2003) indicated that Palestine faced the same type of the issue. 
One reason for the imbalance was the lack of financial incentives in the public sector 
to serve rural areas. In addition, they added that the private sector had better work 
conditions and reimbursement which can attract more qualified health professional 
(Hamdan & Defever 2003). This further restricts access to those with means while 
depriving the public system of personnel, and represents another type of imbalanced 
distribution that responds to patient means (wealth) rather than patient needs.  
 
One example of how a post-conflict country has been addressing these problems in 
workforce is Liberia (Varpilah, Safer, Frenkel, Baba, Massaquoi & Barrow 2011). 
Liberia has been using a “task shifting” strategy to overcome shortage of human 
resources to provide health services even though there is a severe shortage of health 
workers (Roome et al. 2014). Liberia shifted from highly trained providers to ones 
that have lower level qualifications staff because they were more available. For 
example, there was only one psychiatrist in the country, therefore nurse aides were 
trained to provide mental health services (Varpilah et al. 2011). Task-shifting is 
considered an appropriate, effective and rapid method to give people in need access 
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to qualified services, at lower cost than training more health professionals (Ferrinho, 
Sidat, Goma & Dussault 2012; Tjoa, Kapihya, Libetwa, Schroder, Scott, Lee & 
McCarthy 2010). Moreover, Liberia also uses retention policies in rural areas with   
three policy interventions which is Indirect financial incentives include scholarships, 
free or supported housing and transportation and other allowances such as bonuses. 
In other countries, career development opportunities, good work environment (El-
Jardali, Alameddine, Dumit, Dimassi, Jamal & Maalouf 2011; Roome et al. 2014), 
and involvement in decision-making can also motivate or attract health professionals 
to serve in under-served areas. 
 
Continuing professional development has been identified as a way to support 
workers improve their performance as they either voluntarily or are mandated to 
continually update knowledge and skill relevant to practice. The absence of 
workplace policy in professional development can cause discouragement and 
disempowerment of workers, leading to lack of motivation to advance competence 
(Townsend, Le-May Sheffield, Stadnyk & Beagan 2006). Moreover, Armstrong and 
Ager (2006) have argued that to establish sustainable practice, a strategy to enhance 
continuing professional development would enable health professionals to develop 
reflective practices to better identify and understand their learning needs, and 
improve resources. Examples of basic professional development areas for 
rehabilitation workers such as physiotherapists are: developing reflective practice, 
improving disability awareness and having ongoing access to research to inform 
practice (Armstrong & Ager 2006). To date no research has been conducted about 
professional development opportunities or activities of health or disability workers in 
Libya. Further no policy or statement or report about professional development in 
Libya could be located in English or Arabic.  
 
This project will be the first to present information about professional development 
of disability workers in Libya. 
 
Apart from professional development and career structure, another issue that can 
affect workforce retention and performance is the wellbeing of workers. Levels of 
job satisfaction and work-related stress are indicators of the extent of worker 
wellbeing. In the next section worker wellbeing is explored including workplace 
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stress, the phenomenon of burnout — an extreme form of work related stress — and 




 Workforce wellbeing 2.12
The World Health Organization (2006) report on the health workforce referred to 
earlier identifies that a reduction of the turnover rate in the health workforce was an 
important strategy to enhance quality of service. It is reasonable to assume that the 
same principle would apply to the disability and rehabilitation workforce. There are 
many factors that can influence worker turn-over, but one is the effects of stress on 
worker wellbeing. The costs of health professional stress can be huge, including 
impact on job satisfaction and individual wellbeing, poor performance, low self-
confidence and self-esteem and damaged personal relationships. Individual stress 




2.12.1 Workplace stress 
There are many different models of work stress that aim to explain how and under 
what circumstances work stress can lead to strain and adverse outcomes. Five 
different models have been proposed: person-environment fit; support–control; 
cognitive–behavioral; emotional overload; and equity theory” Table (2.9)  













Table  2.9: Key structures of five work stress theories  
  
Theory Key variables Key processes leading to stress 
Person-environment fit 
Work and worker 
characteristics 
Any mismatching between the personal 
and the environmental may lead to  
job stress 
Demand-support-control 
Job demands decision 
latitude supports 
Imbalance between demand and 
control in a job situation leads to stress 
Cognitive-behavioural 
Job demands appraisal 
coping resources 
Primary appraisal of job demands and 
secondary appraisal of coping resources 
Emotional overload Interpersonal demands 
Interpersonal conflict at work can result 
in emotional issues and stress/burnout 
Equity theory Outcomes and contributions 
The feeling of unfairness can result in 
high stress levels 
Source: (Devereux et al. 2009, p.562)  
 
The person-environment fit model was developed in the mid-1970s (French, Rodgers 
& Cobb 1974) and is the model used in this thesis to understand and explain 
workplace stress. It was selected because both the environment of the disability and 
rehabilitation facility and the workforce were being examined. Under this model, 
individuals have different perceptions, skills and pressure tolerance. The personal 
skills, motives, perceptions of the work environment and pressure tolerance 
determine the occurrence of stress and of stress-related disorders. Typical 
environmental stressors are: work overload, high levels of a lack of authority to carry 
out responsibilities, role conflict, inadequate salaries, and lack of control over hours 
and working conditions (Ceslowitz 1989). Strain is the result of a mismatch between 
the work demands and the individual’s perceived ability to meet those demands. 
 
2.12.2 Person-Environment interactions and workplace stress 
Workplace studies of person-environment fit have been prevalent in the management 
literature for many years (Jansen & Kristof-Brown 2006). Leonova (1998) model 
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proposes personal and environmental factors that interact to shape the health and 












Figure  2.3 : A schematic model of person–environment-fit approach 
(Leonova 1998) 
 
The person-environment fit approach characterizes stress as a lack of correspondence 
between characteristics of the person (e.g. abilities, values) and the environment (e.g. 
demands, supplies). This lack of correspondence is hypothesized to generate 
deleterious psychological, physiological, and behavioural outcomes, which 
eventually result in increased morbidity and mortality (Edwards & Cooper 1990).  
 
In this study, the model of person and environment was used as theory because two 
of main study objectives were: to collect the information on worker characteristics 
“personal factors” at BRHC and to consider “environmental factors”. Figure 2.4 
presents factors from person-environment models of workplace stress that were 
explored in this study 
 
2.12.3  Outcomes of workplace stress 
Stress can have physical, emotional, intellectual, social and spiritual consequences 
(Janet 2014). The negative outcomes of workplace stress arising from poor person-
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environment fit can be grouped into three areas: work outputs, mental health, and 
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2.12.3.1 Burnout – one serious outcome of workplace stress 
Work stress of a prolonged type can result in a phenomenon called “burnout”. 
Chronic interpersonal and job stressors can lead to burnout (Dennis & Leach 2007). 
Most theoretical frameworks in the field of psychology relating to burnout use the 
person-environment fit-mismatch approach e.g. (Beehr & Newman 1978; French et 
al. 1974; Meier 1983). Here burnout is demonstrated to result from a misfit between 
personal skills and abilities and the demands and requirements of the job. It also 
results from personal needs are not being met by the job environment (Gerstein, 
Topp & Correll 1987). Since quality of service in the disability sector has been 
demonstrated to be affected by burnout, one of the worker characteristics 
investigated in this study was burnout. The next section explores definitions of 
burnout. 
 
2.12.3.2 Definitions of burnout 
In general, burnout has been used to describe a disconnect between the worker and 
the workplace; it is a state of worker emotional fatigue (Freudenberger 1974). 
Definitions of burnout have been refined over the years as research has increased 
understanding of the phenomenon. This is evident from the examples below:  
                   
Freudenberger and Richelson (1980) defined burnout as:  
…a state of fatigue or frustration brought about by devotion to a cause or a way of 
life or relationship that failed to produce the expected reward. A burnout 
experience usually has its costs in the area of a person’s life that seemed to hold the 
most promise (p. 13). 
 
 Maslach and Jackson (1982) defined it as:  
…a syndrome of emotional exhaustion, depersonalization, and reduced personal 
accomplishment that can occur among individuals who work with people in some 
capacity (Maslach & Jackson 1982, p.3). 
 
According to Paine (1982), burnout is a  
…state of physical, emotional and mental exhaustion that results from long-term 
involvement with people in emotionally demanding situations (p. 189). 




Freudenberger (1982) demonstrated that there is a difference between them:  
The general depressed state of mind and the different form of depression that 
burnout may take place. It is difficult to distinguish between burnout and moderate 
forms of depression at the symptom level. Even though it is a fact that depression 
and burnout may co-exist, the terms are not synonymous and the terms cannot be 
substituted for the other (p. 177).  
 
Many studies have found that burnout is associated with anxiety and depression 
(Freudenberger 1982; Maslach & Jackson 1982; Paine 1982; Schaufeli, Maslach & 
Marek 1993); but burnout is particularly related to the job context, whereas 
depression is a problem that can pervade all domains of an individual’s life (Beehr & 
Newman 1978; French et al. 1974; Maslach et al. 2001). In this thesis only factors 
relating to personal characteristics and the workplace were investigated, so findings 
about burnout are considered only in this context (this is one of the reasons why the 
MBI-HSS was selected as the measure and this is introduced and described later in 
the thesis (Maslach et al. 2001). 
 
With the above in mind, in this study the following definition of burnout has been 
adopted:  
Burnout is a syndrome of emotional exhaustion, depersonalization, and reduced 
personal accomplishment that can occur among individuals who work with people 
in some capacity (Maslach & Jackson 1986, p.1). 
 
Many characteristics are identified by researchers to being indicative of burnout. The 
common characteristics of workers who are experiencing burn out are physical 
exhaustion, low job satisfaction, emotional exhaustion, absenteeism, helplessness, 
chronic fatigue, accident proneness, negativism, loss of concern for people, 
inflexibility, communication difficulties, tension, powerlessness, low morale, 
increase use of drugs and alcohol, complaining (Evans-Turner, Veitch & Higgins 
2010). Identifying early symptoms of burnout and improvement of work 
characteristics might help to reduce or prevent burnout related sick leave and 
disability (Borritz M, Christensen KB & Bültmann U 2010). Borritz M et al. (2010) 
found several work characteristics linked to an increased risk of burnout.   Workers 
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at the highest level of role conflicts were more likely to be absent because of long-
term sickness.   
2.12.3.3  Origins of the burnout concept 
Burnout first emerged as a social problem and was described in psychological 
literature in the early 1970s (Freudenberger 1974). The term “burnout” was 
originally borrowed from terminology relating to the illegal drug use — here 
“burnout” referred to the devastating effect of chronic drug abuse (Schaufeli, Leiter 
& Maslach 2009). The term “burnout” was then used by Freudenberger to describe 
the emotional depletion, loss of motivation and reduced commitment among 
volunteers of a clinic in New York. 
 
Research on burnout went through two phases. The mid-1970s, in the United States 
of America, Freudenberger’s studies represent the pioneer phase. This phase was 
focused on clinical descriptions of burnout. Its primary reference was to human 
service workers in health care, such as social workers, and psychotherapists. This 
early phase did not seek to give a clear definition for this phenomenon and it did not 
develop a specific theoretical model (Schaufeli et al. 1993). In this first phase, there 
was recognition that more and more of society’s problems were being addressed 
through professional services and these services were stressful for workers.  
 
In the 1970s, the tendency toward professionalising support through employed 
services meant fewer people were dealing with more social problems more often 
(Cherniss 1980). There was interest in how to give workers support. There was a 
growing understanding that the worker stress was reflecting increased pressure on 
human services because their workload was increasing in volume and complexity as 
the traditional social fabric that normally supported people in distress was 
disintegrating (Cherniss 1980). More and more problems needed solving by 
professionals instead of relatives, neighbours or other members of the community. 
Instead of informal community support helping people with their problems, this 
support was being professionalized and provided by human service workers 
(Cherniss 1980). So this meant more workers were engaged in services that had more 
emotionally demanding situations. In this context, Maslach, a social psychologist, 
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studied the ways people coped with emotional stimulation on the job (Schaufeli et al. 
1993). Burnout was a useful concept in examining the more extreme end of the 
effects of emotional stimulation on the job. It described well the emotional fatigue 
and adverse health effects of some types of work. 
 
Many studies in this second phase of burnout research also focused on constructing 
conceptual frameworks to explain how it happened. Most of these were built on 
models of workplace stress described earlier in this chapter, especially the person and 
environment fit approach (French et al. 1974). In this phase, many books and journal 
articles were released on the burnout phenomenon and publicised it.  
 
The person-environment fit model of workplace stress when applied to burnout, 
suggests that a gap or “deficit” between the demands of the work and the capacity of 
the individual is what can lead to burnout. This deficit model is best characterized by 
Carroll and White (1982). They argued that burnout usually occurs with people who 
work with inadequate stress management skills and need-gratifying demands in a 
stressful and frustrating work environment. They suggest that the dynamic 
interactions of personal variables (such as poor physical health and unresolved 
emotional conflicts) and environmental variables (such as poor supervision and 
excessive paperwork) combined with the impact of other systems (for example, the 
worker’s family) to lead to burnout (Carroll & White 1982). In a deficit model it is 
proposed that the personal characteristics of workers explain why some professionals 
burn out faster than others (Pines 1982).  
 
2.12.3.4  Disability workers at higher risk of burnout  
Burnout is considered as a potential risk for individuals working in human services. 
There are a number of reasons for this. Work demands often outstrip resources 
allocated to deal with the workload (Hastings, Horne & Mitchell 2004). In fact, 
Mutkins, Brown and Thorsteinsson (2011) observed that a lack of basic resources 
was typical in these occupations. In addition, health, disability and human service 
jobs have characteristics that have been found to be related to increased levels of 
burnout. These include: increasing paperwork loads, stress associated with the job 
requirements, a lack of planning time, lack of support from administrators and other 
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personnel, lack of professional development training, as well as the number of people 
with disabilities and type of disabilities whom they deal with  in a professional 
capacity (Fore, Martin & Bender 2002). These factors make such jobs very 
demanding (Mutkins et al. 2011). Health and human service workers, like those in 
disability or special education, also may have deep involvement with individuals 
who have psychological, social, or physical problems (Maslach & Goldberg 1998). 
As a result of these factors, “job related” burnout is known to be an occupational 
hazard for people in areas such as health care, human services and education 
(Maslach & Goldberg 1998) as they are particularly vulnerable (Kowalski, Driller, 
Ernstmann, Alich, Karbach, Ommen, Schulz-Nieswandt & Pfaff 2010). Maslach and 
Jackson (1982) reported that burnout is the price that the therapist could pay due to 
excessively empathizing with the client.   
 
Apart from risk, there is evidence that the incidence of burnout is higher amongst 
human services professionals (Kowalski et al. 2010). Approximately one-third of all 
human services employees suffer from burnout, with rates of burnout varying 
according to the field of work (Abdallah 2009). Workers in physical and 
psychological disability services, for example, have been found to have a high 
incidence of burnout symptoms (Marshall, Vasilakis & El-Darzi 2005). A survey of 
intellectual disability service workers reported that between 32.5% and 25% 
experienced significant levels of stress (Devereux et al. 2009).  
 
2.12.4  Consequences of Burnout 
Burnout is significant because it is associated with adverse physical and 
psychological health effects. Performance of people at work declines and they 
become less effective and efficient, affecting co-workers and causing negative 
attitudes which can fall over into relationships with families and friends (Leiter & 
Maslach 2012).  
 
Consequences of burnout can occur at different levels. The individual, the clients, the 
organization and the entire society may be affected by burnout (Abdallah 2009). 




2.12.4.1 Personal consequences 
Employees start a job with positive expectations and enthusiasm and their goal is to 
be successful in the job. Over time, if the person-environment fit is not appropriate 
and stresses are too great, things change and they feel overwhelming exhaustion, 
frustration, anger and get a feeling of being ineffective and a failure. It is a 
significant occupational hazard which can impact on worker health. Workers who are 
feeling burnout report feeling: overloaded at work, lacking control, unrewarded by 
their work, lacking relationship within the organization, being unfairly treated, and 
having conflicting values (Maslach & Leiter 1997). 
 
Workers who have experienced burnout are less satisfied with work opportunities for 
job development and personal growth (Maslach & Jackson 1981). The depression 
that can then arise and lack of ability to deal with the demands of the job that come 
from burnout have been connected with lowered feelings of self-efficacy which can 
be aggravated in different cases by a lack of social support and of opportunities to 
develop skills (Maslach & Goldberg 1998). 
 
For employees suffering burnout it can lead to loss of confidence, feelings of a lack 
of energy, a reduction in active involvement in work, and a sense that it is harder to 
keep motivated because of feeling less effective, resulting in nagging doubts about 
their professional efficacy (Leiter & Maslach 2012).  
 
On the personal level, burnout has been related to various impacts at the workplace, 
with impacts including absenteeism, job turnover, and an intention to leave the job. 
Burnout is also associated with fatigue, anger, isolation, inefficiency, anxiety, 
depression, outbursts, cynicism, impatience, lack of personal accomplishment, 
exhaustion, depersonalization of clients, and insomnia. It also can cause greater 
personal conflict, reduce commitment to the job and decrease job dissatisfaction as 
well as lower productivity (Maslach et al. 2001). Moreover, burnout may be related 
to gastrointestinal problems, tiredness, and illness, poor eating habits, inability to 
concentrate, headaches, substance abuse, withdrawal from society, irritability and 




2.12.4.2 Service consequences  
Job related “burnout” is recognized as an important factor that has led to decreased 
job performance and low worker satisfaction (Selaihem 2013). Burnout impacts the 
safety and quality of care and treatment provided to clients (Janet 2014) through 
attrition of experienced staff and a reduced commitment to the practice (Kushnir, 
Cohen & Kitai 2000).  
 
Jayaratne and Chess (1984) suggest that burnout can lead to workers dealing with 
patients as objects, making unfeeling and cruel remarks made towards others, using 
of physical force and less eye contact, taking longer breaks and spending less time 
with patients. It also appears to be a factor in job turnover, absenteeism, and low 
morale (Freudenberger 1974; Maslach & Jackson 1978; Maslach & Jackson 1981; 
Maslach & Pines 1977).  
 
Workers suffering burnout display negative feelings and attitudes toward their 
specific job role and co-workers (Falkoski 2012). In the case of health workers, this 
can also be observed in a depersonalized and “negative attitude toward patients” (Al-
Turki 2010). Worker safety can also be at risk and there can be health consequences 
for workers who are burnt out (Falkoski 2012).  
 
2.12.4.3  Organisational consequences 
Workplace stress resulting in burnout can have serious organisational consequences. 
such as employee leave-taking, and absenteeism, resignations and staff turn-over, 
low morale, costs related to recruitment and training of new employees, loss of 
expertise, ineffectiveness and low productivity and high level of staff turnover 
(Kowalski et al. 2010; Kushnir et al. 2000; Maslach & Jackson 1981). Mutkins et al. 
(2011) note that “staff burnout has implications for service providers, staff and their 
clients: affected staff often experience less job satisfaction, productivity and 
commitment to an organisation, and higher absenteeism and job turnover intentions” 







Employee turnover is one of the most costly for an organisation. It has direct and 
indirect costs for any company. The direct cost is divided to three types: separation 
costs such as separation pay, exit interviews, administration, and for purposes 
associated with terminations, and unemployment tax (Abdallah 2009). Additional 
costs relate to finding replacements for the person leaving employment such as pre-
employment administrative costs (e.g. advertising the position, interviewing 
candidates and training costs for new employees). The indirect costs are more 
complicated to assess and may consist of the loss of efficiency of employees and the 
effect on their co-workers’ productivity, and the loss of overall productivity (Barak, 
Nissly & Levin 2001).  
 
2.12.5 Association of personal and environmental factors with worker 
wellbeing  
Burnout is a serious problem that has great negative impact on the quality of life for 
the people experiencing burnout and for those receiving care from them. Health 
professionals working with disabled are especially more exposed to burnout due to 
the demands of their job and the multitude of stressors associated with providing 
health care. People who suffer from burnout are more likely to experience a decline 
in the quality of care they provide, are absent more often, and have low moral (Casey 
2011; Shaddock, Hill & Van Limbeek 1998). Disability service organisations aim to 
provide high quality person-centred care because poor quality care will in turn, affect 
the quality of life of people with disabilities (Vassos, Nankervis, Skerry & Lante 
2013). Workers  who are at high risk of burnout may contribute to the deterioration 
in the quality of care of not only their own service, but that provided by other staff 
(Maslach, Jakson, Leiter & 1996b). 
It is still unclear what factor mostly contributes to burnout in health professionals but 
literature has focussed on personal and environmental characteristics. There are still 
many differences in both theoretical hypotheses and research outcomes about which 
factors increase risk, which are protective and which have most impact (Fiabane, 
Giorgi, Sguazzin & Argentero 2013).  Maslach and Leiter (2008) have argued that 
there is no definitive study that indicates which factors are more significant (this is 
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explored more in Chapters 5 and 6 of this thesis). Literature exploring personal and 
environmental factors and their relationship to workplace stress and burnout is now 
explored.  
The most studied personal factors include demographic variables such as age, sex or 
status and qualification (Maslach et al. 2001). Many studies have been conducted 
about the burnout among nurses(Lavery & Patrick 2007a; Maslach et al. 2001; 
Sabbah, Sabbah, Sabbah, Akoum & Droubi 2012a); some have compared this 
occupational group with other healthcare staff (e.g. nurse aides, physiotherapists)  
(Fiabane et al. 2013). Cooper, Sloan and Williams (1988) found that personal factors 
influence how people response to stressors; in their study the questionnaire explored 
demographic variables, such as (sex, age, education) and work information 
(professional experience, function roles). Many empirical studies have confirmed 
that job burnout is associated with many factors, such as efficacy beliefs, social 
support, coping strategy, workplace characteristics, and working environments and 
stress (Carroll & White 1982; Maslach & Goldberg 1998; Maslach & Jackson 1981; 
Schaufeli et al. 1993)  
 
Environmental characteristics are recognized by elements such as salary, safety, and 
employment status. Environmental variables include (occupation team, membership 
seniority, supervisory responsibilities, hours of work, professional development, 
safety). In determining the perceptions and the effects of work stress, Workplace 
characteristics, and working environments and stress (Carroll & White 1982; 
Maslach & Goldberg 1998; Maslach & Jackson 1981; Schaufeli et al. 1993). There is 
several key factors that causes high level of burnout for workers working with 
disabled such as low wages; lack of training; lack of support from management; 
complex job duties and responsibilities that require specialized knowledge, skill and 
attitudes, physical tasks of the job, lack of job security, lack of paid leaves; and, lack 
of opportunities for job advancement  (Casey 2011; Fore et al. 2002; Hewitt & 
Larson 2007; Larson & Lakin 1999). Casey (2011) suggests that it is becoming 
increasingly difficult to recruit and retain individuals provide an important service 
that greatly improves the quality of life for people with developmental disabilities.  
Mitchell and Hastings (2001) found those employees who working with disabled 
suffered from burnout when they have extra responsibilities, increased risks, or 
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physical and emotional strains in the job. Other factors that can lead to burnout 
include: excessive workloads, limited chances for training and advancement, lack of 
resources, role ambiguity and setting. Workplace setting can have either a positive or 
negative impact on job satisfaction. Laschinger and Grau (2012) found that 
supportive supervisor and co-worker relationships are important factors for new 
employees’ job satisfaction, work stress, turnover intentions and burnout.  Therefore, 
empowering work environments and supportive relationships with colleague are 
important factors for organizational productivity and retention outcomes. Work 
conditions have created a great impact of dissatisfaction. Many studies have shown 
the effective of teamwork is related with increased nurses’ job satisfaction, the level 
of quality care, and reduced burnout. Moreover, improved team communication and 
decision sharing are associated with decreased work related stress (Estryn-Béhar, 
Van der Heijden, Ogińska, Camerino, Le Nézet, Conway, Fry & Hasselhorn 2007a) 
 
Understanding what characteristics are associated with burnout in health 
professionals may help inform development  of  strategies or interventions for 
reducing risks, in turn increasing professional longevity and improving the quality of 
health care provided (Gibson, Cohen, Boyce, Houston, Bacon & Cailee 2016). By 
understanding which factors can obstruct or improve healthcare workers’ well-being 
at the workplace to prevent occupational sicknesses and to increase the quality of 
performance, the effectiveness of the medical practice and the competitiveness of the 
organisations. 
 
This body literature informs the present study by illustrating that personal and 
environmental factors are associated with burnout. It is difficult to identify a single 
contributing factor that increases the level of burnout, thus rehabilitation centres like 
BRHC should be aware of the characteristics associated with the condition and take 
appropriate action to reduce the risk of burnout. The main factors contributing to the 
appearance of burnout are personal and environmental factors and it is necessary to 
consider these factors as well (Maslach 2003; Wang, Liu & Wang 2015). Better 
understanding of the influencing factors for burnout will enable administrators to 
identify promising strategies for improving retention of health workers. Relevant 
studies will be discussed further in chapter 5 and 6. 
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2.12.6  Measuring Burnout 
Because the person environment fit model of workplace stress was selected, an 
instrument that used this model as its conceptual base was considered most 
appropriate for the study.  
2.12.6.1 The Maslach Multidimensional Model of Burnout 
Maslach and Jackson (1981) established a multidimensional model of burnout based 
on the person-environment fit model of workplace stress. This model shows that 
continued response to chronic interpersonal and emotional stressors causes burnout. 
The response is a personal stress experience within a circumstance of complex social 
relationships that includes the person’s conception of both self and others (Maslach 
1998).  
Maslach and colleagues described burnout as a syndrome of emotional exhaustion 
and behavioural changes including: a negative self-concept, negative job attitudes, 
and a loss of feeling for others. They assumed that ultimately these factors would 
affect all aspects of the person’s life. Maslach and Jackson (1981) suggested that 
burnout was an internal psychological experience involving feelings, attitudes or 
expectations that occurred at an individual level and has negative consequences 

















2.12.6.2 Maslach Burnout Inventory (original version) 
In the early 1980s, one of the most commonly used instruments to measure burnout 
was the Maslach Burnout Inventory (Schaufeli et al. 1993). It was one of the first to 
measure the phenomenon. 
 
The Maslach Burnout Inventory (MBI) scale has been recognized as the instrument 
with the strongest psychometric properties (Maslach & Jackson 1981). The MBI was 
originally designed for use in human service occupations. Two surveys were 
designed:  the MBI-Human Services Survey (MBI-HSS) for people working in the 
human services and health care; and the MBI-Educators Survey, or MBI-ES 
developed for people working in educational settings (Maslach et al. 2001).  
 
The MBI-HSS survey is routinely referred to as the MBI. It contains three subscales 
which assess different aspects of the burnout experience. No total scale score is 
possible. The scales have been found to be reliable, valid, and easy to administer 
(Maslach & Jackson 1981).  
 
The Maslach Burnout Inventory Human Services (Maslach & Jackson 1981) was 
selected for use in this study because it is the most comprehensive and widely 
referenced instrument used in burnout research. It is also based on the person-
environment fit model of workplace stress which underpins selection of factors 
examined in this study. The inventory comprised of three components: “emotional 
exhaustion” (EE), “depersonalisation” (DP), and “personal accomplishment” (PA). 
These three components were developed by Maslach and Jackson (1981) after 
observing human services personnel, especially psychotherapists, who worked with 
patients suffering from psychological disorders.  
 
Maslach (2003) defined EE as “a long-term chronic condition that depletes one’s 
emotional and/or psychic energy” (p.190). In addition, EE not only reduces the 
individual’s emotional energy it also causes reduction of an individual’s physical 
energy leaving them in a lethargic state (Maslach & Leiter 1997). EE thus relates to a 
feeling of being under extreme emotional stress and feeling exhausted in the 




The second element of burnout is DP and it is described as a cynical and negative 
attitude that develops within the therapist and distances the therapist from the client 
(Malinowski 2013). According to Maslach et al. (2001), DP refers to negative, 
callous or excessively detached responses to various aspects of the job. Maslach et al. 
(2001) indicated that this distancing effect arose from worker discouragement and 
frustration because of the emotional demands of his/her job. DP is thus an 
“insensitive and indifferent response to people who are usually the recipients of 
social services and care” (Kowalski et al. 2010, p.471).    
 
The third element of burnout is related to low PA which is defined as “a lack of a 
sense of accomplishment and also can be described as how the health professional 
can evaluates the successes of treatment of his or her clients and the desire to 
continue in his/her career”(Maslach 2003, p.190). Low PA ratings mean the person is 
experiencing a sense of reduced efficacy or accomplishment. It is associated with 
individual self-evaluation with feelings of inadequacy and lack of productivity and 
efficiency at the workplace (Maslach et al. 2001). A low PA can thus lead to a 
decline in feelings of competence and productivity at work.  
 
2.12.6.3 Maslach Burnout Inventory (Human Services version)  
The Maslach Burnout Inventory has a version specifically developed for human 
services workers (Maslach & Goldberg 1998) such as social workers and health 
workers. The MBI-HSS is currently the standardized instrument for all research in 
the health services field (Maslach & Goldberg 1998) and the MBI is a well-
established measurement used in different fields and frequently used to assess 
dimensions of burnout within nursing (Dennis & Leach 2007). 
 
The human services version of the Maslach Burnout Inventory, known as MBI-HSS 
consists of 22 items with a seven point Likert response scale from zero (never) to six 





EE: consists of nine items to assess if workers feel that they have little left to give at 
the psychological level to their work; e.g. “I feel used up at the end of the workday”. 
The scale has a minimum score 0 and maximum score of 27. All items of equal value 
with higher scores are indicating higher levels of EE. So a high score indicates a 
worse outcome for the person. 
 
PA: consists of eight items regarding how workers assess themselves and their 
accomplishments — whether in a positive or negative light; e.g. “I feel very 
energetic”. Low scores are considered to be 0 to 30 and high scores are considered to 
be 39+. All the items are of equal value. Lower scores indicate lower PA. So a low 
score is a worse outcome for the person. 
 
DP: consists of five items regarding the whether or not the workers have developed 
negative attitudes toward clients; e.g. “I don’t really care what happens to some 
recipients”. Low scores are considered to be 0 to 6 and high scores are ≥ 13. Each 
item has responses ranging from never (0 score) to every day (score 6) (see Table 3). 
 Higher scores indicate a more depersonalised approach to clients. So a high score is 
a worse outcome for the person.  
  
The total scores of each subscale are then considered in terms of three levels: low, 
moderate and high. High burnout is the indicated by higher scores on the Emotional 
Exhaustion and Depersonalization subscales and low Personal Accomplishment 
scores.  
Many studies have measured the validity of the MBI to confirm assumptions about 
the there is a relationships between different job characteristics and experienced 
burnout. For example, in California, a study of 43 physicians established that 
physicians who have a direct contact with patients most of their working time scored 
higher on EE (r=0.30, p < 0.03) (Maslach, Jakson & Leiter 1996a). EE scores were 
lower for those doctors who spent some of their working times in teaching (r=-0.33, 
p < 0.02) or management (r=-0.36, p < 0.02). In addition DP scores were lower for 
doctors who spent more time in administration and less time with patients (r=-0.26, p 
< 0.05). However, PA scores were not connected to variety of work duties (Maslach 




2.12.6.4 Arabic translations of the MBI  
The MBI has previously been used in many studies exploring the burnout experience 
of people from an Arabic speaking background. Table 2.12 summarises the results of 
a literature search where the terms MBI + Arabic + health +burnout+ health services 
were entered into proprietary academic search engines (e.g. PubMed, Scopus) and in 
publicly accessible search engines (Google and Google Scholar). The Table presents 
the study details including sample, details of translation processes reported in the 
study and descriptive results. All were studies in Arabic speaking countries and no 
Arabic translations were applied in predominantly English speaking countries.  
 
The Table shows that information regarding the method of translation was scant 
although some had explored validity of the translated instruments. None of the 
studies appeared to use the same translation and none reported use of translated 
versions available for purchase through the Mind-Garden, the distributors of MBI 
(Mind Garden, http://www.mindgarden.com/).  
 
The Mind-Garden distributors were contacted and Arabic versions available at the 
time of study commencement through were purchased and inspected. These had been 
provided to the company by people who had used the MBI in research studies, most 
of which had not been published. They were:- 
 
- Abed Assaf 1986: Description – after inspection it was identified that this 
translation was prepared for teachers. The name of the author and/or topic was 
searched through the web and no outcomes or reports of published or unpublished 
studies could be found that showed the application of this version in a study. 
 
- Zaed Bin Batal 1996: Description – after inspection it was identified that this 
translation was prepared for teachers MBI.ES. The name of the author and/or topic 
was searched through the web and no outcomes or reports of published or 





- Rouba Bakkour, 2003: Description – after inspection it was identified that this 
translation was prepared for physicians. The name of the author and/or topic was 
searched through the web and no outcomes or reports of published or unpublished 
studies could be found that showed the application of this version in a study. 
 
These instrument versions are thus reported here but are not included in Table 2.12 
(below) as their use in published literature could not be found. The way in which 
they were used in the thesis study procedure is described in a later chapter. 
 
A literature search was made through Scopus™ to try and detect any publications 
where the findings of studies by Bakkour, Batal or Assaf using the translated MBI-
HS findings were presented. This was to try and find if psychometric testing had 
been done on any of the versions. No publications were found for them nor had any 
other study cited them.  
 
Thus, following the literature search and exploration of the Mind-Garden distributor 
versions, it was revealed that just one Arabic version had done psychometric testing 
(Sabbah, Sabbah, Sabbah, Akoum & Droubi 2012b). 
 
Sabbah et al. (2012b) confirm that their investigations did not reveal any other 





Study title and 
publication Details 
Study country Population Sample details 
Survey translation and 
validation process 
Statistical tests used and descriptive 
results 
 Selaihem, A Prevalence of burnout 
amongst physicians 
working in primary 
care in Riyadh Military 
Hospital, Saudi Arabia. 
 
International Journal 
of Medical Science and 
Public Health, 2013, 
vol. 2, no. 2, pp. 410-
419 
Saudi Arabia Primary care 
physicians  




In this study the survey was 
administered in English, did not 
translate into Arabic   
High EE in 53% 
High DP in 38.9% 
High PA in 28.5% 
No regression or correlation analysis 
No internal consistency 
Abdallah, T Prevalence and 
predictors of burnout 
among Palestinian 
social workers.  
 
International Social 
Work Journal, 2009, 
vol. 52, no. 2,  pp. 223-
233 
Palestinian Social worker Sample number=180 
Female=120, 66.7% 
Male=60, 33.3% 
The survey was back-translated 
by the 
author, to ensure that the 
original meaning intended by 
each item does not change in 
the Arabic version 
High EE in 20% 
High DP in 46.7% 
High PA in 53.3% 
Correlation and regression was used to 
analysis data 
Cronbach’s Alpha was measured: EE= 





& Rampal, KG 
Prevalence and 
associated factors of 
burnout among 





Health,2010, vol. 52, 









The questionnaire was 
translated from English to 
Arabic by a professional 
translator and the translated 
version was compared with the 
English version by author to 
ensure it reflected the original 
message.  
 
The internal consistency was 
assessed by Cronbach’s Alpha: 
EE=0.88 ,  
DP=0.78, PA=0.89 
 
Factorial validity was examined 
by using exploratory and 
confirmatory factor analysis. 
Results showed that the Arabic 
version of the MBI supports 
the three-factors structure of 
the MBI-HSS. 
High EE in 63.2% 
High DP in 19.4% 
High PA in 41.6% 
 
Chi-square and logistic regression was 

















Health, 2012, vol. 4, 
no. 9, pp. 644-652 
Lebanon Nurses Random Sample taken 




The Arabic version of MBI-HSS 
from Mind Garden was used. 
 
The Cronbach’s alpha is greater 
than 0.70 for all dimensions.  
 
The psychometric properties of 
the Arabic version of MBI-HSS 
are similar to the original MBI 
Factor validity tested with 
Varimax rotation.  
 
“The results of factorial 
analysis of the scales identical 
to the original version. 
The absence of another valid 
reference instrument in Arabic 
remains a major obstacle for 
the establish-ment of 
concurrent validity as well as 
predictive validity” 
High EE in 77.5% 
High DP in 36.0% 
















Health, 2015, vol. 7, 
no. 1, pp. 14-22 
 
 Jordan  Nurses MBIHSS version was 
used. 
 
A total of 175 nurses 
participated in the 
current study: 
109 were female (62.3%), 
74 were single 
(55.4%) 
 
Modified version by Teng and 
colleagues [9] was used. which 
contains only 18 items as 4 
items are not applicable for the 
purpose of this study (nursing 
environment). 
The validity of this 18-item version was 
established using confirmatory factor 
analysis   
 
For this study, Cronbach’s alpha values 
were found to be 0.88, 0.71, 0.89, 
respectively. 
 















Journal, 2011, vol. 32, 
no. 4, pp. 234–242 
 Jordan Nurses The total sample 
consisted of 181 
participant nurses, of 
them, 
101 (55.8%) were males 
Translation was done from 
English into Arabic by a 
professional English language 
translator. Back translation was 
done by another professional 
English language translator. 
 
The original and the translated 
form were compared by two 
bilingual experts in the field. 
 
Pilot testing using a 
sample of ten nurses was 
conducted to evaluate 
readability and 
comprehensiveness of the 
scales. The scales were also 
checked for cultural variation 
EE subscale, a large number of nurses 
(n=99, 54.7%) suffered from “high” level 
of burnout. 
 
 DP subscale, almost half (n=90, 49.7%) 
recorded “low” level of burnout. 
 
PA subscale, large number of nurses 
(n=92, 50.8%) recorded “low” level of 
burnout 
 
Internal consistency for the total scale, 
as measured by the Cronbach’s alpha 
coefficient, was 0.84 and 
for EE,  
DP, and PA internal consistency was 
0.91, and 0.88, respectively 
 Table  2.10: MBI Arabic translations.
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2.12.6.5 Burnout in Middle Eastern and North African health and/or 
disability workers as measured by the MBI 
Burnout in health and human services workers has been rarely studied in the Middle 
East and North African region. A search of research using Arabic translations is 
presented in Table 2.12 (above), and these included some in the MENA region. 
Other studies that used English or unspecified language versions of the MBI for 
health and/or disability workers are presented below in Table 2.13.  
This thesis study will thus be the first to examine burnout as measured by the MBI in 






















Author name Study title and 
publication details 
Study country Population Sample details Survey translation and 
validation process 
Statistical tests used and 
descriptive Results 
Abushaikha, L & Saca-
Hazboun, H  





Health Journal, 2009, 
vol. 15, no. 1, pp. 190-
197 
Palestine Nurses A random sample of 
255 hospital nurses 





returned from 152 
participants, 
a response rate of 
59.6% 
They don’t mention any 
transition process. 
 
MBI English Version was 
used in this study 
Nurses in this study reported 
moderate levels of burnout. They 
reported mostly low levels of personal 
achievement (39.5%), moderate levels 
of emotional exhaustion (38.8%) and 
low levels of depersonalization 
(72.4%). 
 
Descriptive and inferential statistics 




A survey of burnout of 
the mental health 
occupational therapy 
staff in the Psychiatric 
Hospital, Bahrain 
 
British Journal of 
Occupational 
Therapy, 2009, vol. 72, 
no. 10, pp. 458-464 
Bahrain Mental health 
occupational 
therapy staff 
261 mental health 
clinicians in the 
Psychiatric Hospital, 
Bahrain. 
 Descriptive analysis and inferential 
analysis represented in the analysis 
of variance (ANOVA). 
 
One of the limitations of the study was 
the use of an English language 
questionnaire (MBI) in a non-English 
speaking country. This may raise the 
issue of language in collecting data. 
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Maaroufi, N et al  Assessment of effects of 
stress among 
healthcare providers at 
the Tabarka and 
Jendouba General 
Hospital’s  Emergency 
Service Units in Northern 
Tunisia. 
 
Health, 2015, vol. 7, no. 
8, pp. 910-914. 
 





120 doctors and 
nurses working in 
emergency services 
from two emergency 
departments at two 
hospitals. 
 
Just 100 were 
collected and 
analyzed 
The Maslach Burnout 
Inventory (MBI) was used. 
 
English version was used. 
 
 
Descriptive statistics were utilized to 
describe participants’ characteristics. 
t test and Analysis of Variance 
(ANOVA) were used. 
 
More than half of the participants 
(56%) were affected by burnout of 
which 47% had high levels of 
emotional exhaustion, 36.6%had a 
high level of depersonalization and 
33% had a level Low professional 
accomplishment. 
Shams, T & El-Masry, R 
 (Shams & El-Masry 
2013) 
Job stress and burnout 
among academic 
career anaesthesiologists 
at an Egyptian university 
hospital,  
Sultan Qaboos University 
Medical Journal, 2013, 












The study was 
carried out at 
Mansoura University 
Hospital in Egypt 
English version of the 
Maslach Burnout 
Inventory-Human 
Services Survey (MBI-HSS) 
scale was used 
Descriptive and inferential analysis 
were used. 
 
More than 50% of the participants 
suffered from stress. 
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Rahemi, J, Saadani, M 
& Kinsara, A 
.  
Burnout syndrome 
among Saudi medical 
residents: A controlled 
study 
 
Current Psychiatry, 2006, 
vol. 13, no. 1, pp. 1-14 
 
Saudi Arabia  Different 
medical 
specialties 




English version of the 
Maslach Burnout 
Inventory scale was used 
Descriptive and inferential analysis 
were used. 
 
-Junior Medical residents are the least 
likely to suffer from burnout, followed 
by senior’ medical residents. 
 
-Obstetrics, Gynaecology and Surgical 
residents are the most likely to suffer 
from burnout symptoms among all 
specialties included in this study. 
 Table  2.11: MBI English version used in Arabic countries.
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2.12.7 Preventing and treating burnout: coping 
The majority of the burnout studies are done with the aim of trying to help 
professions (such as human services professional, health care, and education) to 
protect the employees and organizations from this issue.  
  
Many approaches use the concept of “coping” to address how workers might be 
protected against burnout and/or develop skills to manage it. In a work-stress 
situation, the ways individuals deal with stress, how they cope, may be as important 
as the actual stressful conditions they experience (Ceslowitz 1989).  
 
Coping is defined as efforts to reduce stress and strain and good coping is 
characterised as a dynamic state of being creatively engaged and productive 
(Ceslowitz 1989). Coping may occur at three levels (Shinn, Rosario, Mørch & 
Chestnut 1984):  
(a) Strategies used by individual workers,  
(b) Strategies undertaken by groups of workers to aid one another (social support), 
and  
(c) Strategies initiated by human service agencies  
 
These are now explored. 
 
2.12.7.1 Individual level coping strategies 
Any attempt to deal with the burnout problem must start with a consideration of the 
individual (Paine 1982, P.21). How the person responds to work stress is important. 
Interventions at the individual level are designed to strengthen an individual‘s ability 
to deal with job-related stress (Paine, 1982).  
 
Burnout is not only the result of a stressful work environment only but also the 
person’s response to that environment — for example, being “workaholic” (Homer 
1985, p. 59) is one response. Second, regardless of the source of burnout, it is often 
recognized that it is the responsibility of the individual, not the organization, to do 
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something about the burnout (Homer 1985). Skills can be developed to enhance a 
person’s response to the work environment.  
 
Preventive coping skills can be developed to reduce the impact of work stressors 
before they cause problems; these focus on changing how the person responds to 
these stressors. Training through professional development or continuing education 
is important here. Traditionally training considered burnout as a “reflection of skill 
deficiency”, especially in the area of stress management (Carroll & White 1982). The 
assumption is that the worker may not have the skills that they need to perform the 
job effectively. In a traditional training approach, “skill development” thus 
exclusively focuses on approaches to remediate this deficit. The aim is to give 
training to address factors leading to inadequate job performance, high levels of 
stress and frustration (Carroll & White 1982). 
 
Workshops, training programs and consultative services can be used to provide this 
education in techniques designed to reduce or deal with job burnout. Training 
programs in burnout can provide useful assistance to (through not be a substitute for) 
sound day to day supervision and management. The workshop format can be used to 
convey information, to provide a forum for the sharing of experience and concerns 
by line staff and management, and to develop strategies for intervention.  
 
More recently training has moved away from a deficit model to one where the 
strengths of the individual are recognized, enhanced and extended. This is the focus 
on enhancing individual coping through development of resilience. Masten, Best and 
Garmezy (1990) define resilience as “the process of, capacity for, or outcome of 
successful adaptation despite challenging or threatening circumstances” (p.425). 
Resilience is thus the ability of individuals “to negotiate risks and challenges with 
improved coping skills and to recover a competent level of functioning after being 
psychologically stressed” (Zunz 1998, p.40). Resilience is “not only loving, working, 
and playing successfully, but also having positive expectations for the future” (Zunz 
1998, p.40).  
 
Zunz (1998) identifies a number of factors that help individuals become resilient. 
First is social support e.g. forms both tangible and intangible emotional assistance 
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including help from one’s personal networks. Secondly, she cites the necessity for 
problem solving skills that enable staff to handle a range of issues in the workplace. 
This includes skills in solving task-oriented problems and interpersonal relations. It 
includes having an understanding of the welfare of self and others and developing a 
sense of general responsibility towards others and a commitment to a shared goal. 
This helps individuals feel recognized for their own contribution. Thirdly, a sense of 
self-efficacy is a key factor for resilience. Self-efficacy is the sense of being able to 
do the task in hand, having the knowledge and skill to be successful the role. People 
who have high sense of efficacy are more likely to succeed in their endeavours, while 
people with low sense of self efficacy are more likely to be ineffective and 
disengaged (Zunz 1998). 
   
Individual training can focus on the following areas: stress “inoculation”; relaxation 
skills; time management; assertiveness training; training in interpersonal and social 
skills; teambuilding; management of professional demands; and meditation (Bakker, 
Demerouti & Euwema 2005; Maslach et al. 2001; Schaufeli & Bakker 2004).  
 
Limited evidence is available to prove the effectiveness of training interventions to 
reduce or prevent the burnout. Two studies demonstrated a beneficial effect of stress 
management training intervention on the level of burnout (Lee & Crockett 1994; 
West, Horan & Games 1984). According to the Yamagishi, Kobayashi and 
Nakamura (2008), a training program has been shown to be positive effective as in 
stress management  some studies have reported change in Emotional Exhaustion but 
rarely change in cynicism or inefficacy (Maslach et al. 2001). Ewers, Bradshaw, 
McGovern and Ewers (2002) suggest that the change in the nurses’ knowledge and 
attitude result in significant improvements in their performance towards clients 
suffering from serious mental illness, and reductions in their levels of burnout. 
Professional development programs that focus on teaching and improving 
intervention skills are recognized as an efficient way to reduce burnout (Cohen & 
Gagin 2005). 
 
Other individual prevention strategies focus on the individual’s relationship with 
their job and include changing things in employment conditions, like a change of 
work patterns. Alteration of work patterns is recommended as important and one 
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recommendation for burnout prevention is to work less. In most cases this takes the 
form of encouraging a decrease in hours worked per week (Maslach & Goldberg 
1998).  
 
For some people who have already been affected by burnout, a clinical approach is 
required. They may already have suffered adverse consequences for their health. In a 
clinical approach, burnout is considered psychopathology. The assumption in this 
approach is that the problem is the worker’s (wholly or in part) and then they are 
typically advised by their supervisor to seek therapy for their problems (Carroll & 
White 1982). In a clinical approach, strategies may include: intellectual restructuring, 
using rational emotive therapy, clarifying values; reducing people’s expectations; 
reinterpreting the meaning of a person’s behaviour, and developing new goals and 
“next steps” (Carroll & White 1982; Maslach et al. 2001).  
 
 Maslach and Goldberg (1998) emphasized that self-analysis is a vital skill for 
workers because they need to develop an understanding of their own personality, 
needs, and motives. This understanding should provide insight for people at risk for 
job-related burnout. If people are equipped with self-knowledge, they will have the 
opportunity to change themselves and the manner that they use to deal job stresses, 
thus reducing exposure to risks of job-related burn out. They can adopt other 
strategies to cope with workplace stress: maintaining good health and physical 
wellness through good nutrition, exercise, and the adoption of strategies to relax.  
 
2.12.7.2 Group level coping strategies 
This level of intervention attempts to strengthen interpersonal relations or the work 
group either to decrease stress or to support individuals’ abilities to deal with stress 
(Paine 1982). It focuses on the social dimension of the workplace. Social resources 
can be used as follows.  
 
Social support is when people provide assistance to others to deal with job stress and 
in the case of groups of workers this can be supported by supervisors, professional 
support from colleagues, or effective guidance and personal support from family and 
friends (Maslach & Goldberg 1998). Co-workers can contribute to the collegial 
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atmosphere of a work environment such as work relations, sharing, timeout and 
support (Paine 1982). 
 
2.12.7.3 Employer or organizational level coping strategies 
Employers themselves can implement strategies to reduce the risk of workplace 
stress and thus burnout. Employing organizations need to be aware of four 
dimensions when designing, adopting or implementing strategies to reduce 
workplace stress and the risk of burnout: psychological, physical, social and 
organizational (Karasek & Theorell 1992; Pines 1982). 
 
Psychological: The psychological dimension of the work environment includes such 
variables as autonomy, variety and overload. Autonomy is the extent to which people 
provide and are enabled to make decisions on their own as to how to do their work. 
All of which influences their sense of control over that environment (Pines 1982). 
Ryan and Deci (2000) defined the need of autonomy as people’s desire to experience 
ownership of their behaviour and to act with a sense of volition (Ryan & Deci 2000). 
Autonomy was found that have a positive relation with job satisfaction and be 
negatively associated with burnout (Van den Broeck, Vansteenkiste, De Witte & 
Lens 2008). Variety in the work environment improves the interest and challenge of 
workers. It has been identified as a main factor in worker satisfaction, performance 
and attendance (Dwyer & Ganster 1991). Variety was also found to be negatively 
correlated with burnout (Karasek Jr 1979; Pines 1982; Schaufeli & Bakker 2004). 
Overload might be subjective or objective. Subjective overload is the individual’s 
feeling that employees have too much work to do or that the work is too hard (Pines 
1982). Objective overload is the actual volume of work individuals are expected to 
process per unit or time (Pines 1982). Overload was frequently found to be 
associated with burnout: the more overload in the work environment the more likely 
were individuals to burn out (Maslach 2003; Maslach et al. 2001; Pines 1982). 
 
Physical: The physical dimension of the environment has major impacts on people’s 
mental and physical health; these include aspects such as the architectural structure, 
space, and noise of the working environment (Pines 1982). Many studies found that a 
comfortable working environment was negatively correlated with burnout (Leiter & 
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Harvie 1996; Leiter & Maslach 1988). Poor physical work environments have been 
identified as major causes of psychological strain. Hakanen, Bakker and Schaufeli 
(2006) found that working in a physically unpleasant environment with a lack of 
technical devices, and working in a standing position causes burnout.  
 
Social: If the social dimension of the work environment is very supportive, even 
though the work itself is extremely stressful burnout will happen less (Pines 1982). 
Human services, such as disability services, are very sensitive to the social 
dimension because the work involves direct contact with individuals who have many 
problems (Oliver, Sapey & Thomas 2012). For most human service professionals, 
the social environment includes clients, co-workers, supervisors and administrators.   
 
Organizational: The organizational dimension of the work environment has many 
variables. Bureaucratic factors are often mentioned as problems relating to burnout 
and these include: “red tape”, paperwork and communication problems (Pines 1982). 
Administrative influence in work environments is often transmitted via rules, 
regulations and policy influences, and these have been associated with workplace 
stress and burnout (Pines 1982). Role clarity and ambiguity (Pines 1982, p.208) are 
also identified as influencing the amount of work stress and thus influencing risks of 
burnout for people in specific roles.  
 
Role factors are organizational because it is the organization that sets out work roles, 
but they have serious consequences for the individual’s subjective experience of 
stress. Role conflict exists whenever a person in a particular role (and, for example, 
their ability to fulfil it) is made uncertain due to conflicting demands on the service 
deliverer (Kahn, Wolfe, Quinn, Snoek & Rosenthal 1964). The conflicting demands 
can be imposed by the same source such as the demand to provide service to a large 
caseload without affecting the quality of the service provided. Role ambiguity occurs 
when individuals have inadequate information about their work objectives, how they 
relate to their job, colleagues’ expectations of the work role, and the opportunity and 
responsibilities of the job (Kahn et al. 1964). Kahn (1990) established that people 
who suffered from role ambiguity had lower job satisfaction, higher job related 




Organizations can identify risks and develop prevention or intervention programs to 
help manage burnout. This intervention can be designed to change policies, 
procedures or structures to deal with organizational factors related to burnout (Paine 
1982). These include providing good resources, changing work conditions, limiting 
overtime, allowing time off, providing better physical conditions, training and direct 
assistance when needed. These can include mentoring, hiring additional personnel, 
and assistance programmes (Abdallah 2009; Jayaratne & Chess 1984).   
 
Other strategies can include providing better recognition for the load workers carry 
and helping them feel that the work they are doing is important work and that they 
are recognized for their efforts (Maslach et al. 2001). 
 
A recent focus of employer and agency prevention of workplace stress and thus 
burnout has been developing worker engagement. Work engagement is defined as “a 
positive, fulfilling, work-related state of mind” (Schaufeli & Bakker 2004, p.295). 
Features of engagement are workers having vigour, dedication, and absorption in 
their work (Schaufeli & Bakker 2004). Vigour refers to “ high levels of energy and 
mental resilience, the willingness to invest effort in one’s work, and persistence in 
the face of difficulties” (Schaufeli & Bakker 2004). Dedication relates to “a sense of 
significance, enthusiasm, inspiration, pride, and challenge” (Schaufeli, Salanova, 
González-Romá & Bakker 2002). Absorption refers to the quality of being fully 
engaged in one’s work with a sense of satisfaction. It is proposed that vigour and 
dedication establish the core dimensions of engagement (Schaufeli & Bakker 2004). 
The opposite of worker engagement is personal disengagement. It is “the uncoupling 
of selves from work roles” (Kahn 1990, p. 694) and then “in disengagement, people 
withdraw and defend themselves physically, cognitively, or emotionally during role 
performances” (Kahn 1990, p. 694). When employees are highly engaged, they are 
more likely to become physically involved in their work, be intellectually alert and 
more related to others. As indicated earlier, there are some indicators that can be 
adopted to increase engagement and help protect against burnout. It can involve 
abandoning unhelpful workplace practices that impede engagement and adopting a 
more pro-active approach to reducing risk factors across human services workers’ 
lives. This can include building resilience, encouraging work-life balance, adopting a 
program of exercise in the workplace, increasing genuine communication within the 
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workplace, fostering cooperation and demonstrating that staff are valued (Fernandez 
2016).  
Many studies have suggested that interventions are essential to minimised the impact 
of burnout. Fiabane et al. (2013) suggests the interventions is a vital for 
individualised approach such as job stress reduction programmes, strategies to 
strengthen workers’ coping internal resources and personalised counselling, might be 
useful to promote healthy work environment and job satisfaction. One of the 
effective organisational interventions in healthcare settings may include using of 
team-based approaches or multidisciplinary healthcare teams (cross collaboration 
among different healthcare professionals) to provide patients’ care (National Institute 
for Occupational Safety and Health 2008). 
2.12.8 Burnout in Libyan disability workers  
To date no study has explored burnout in relation to disability workers in Libya. This 
study will explore job-related burnout for disabled workers at BRHC. This study 
adopted the person-environment fit theoretical model of workplace stress that strain 
can lead to adverse outcomes for workers and the workplace such as burnout. This 
study will apply the Maslach Multidimensional model of burnout as measured by the 
MBI Human Services version. Findings will complement the few studies published 
recently about health worker burnout in the Middle East. The 22-item Maslach 
Burnout Inventory (MBI) will be used, but as no previous studies have provided 
details regarding the translation validation process, a new translation will be 
developed and presented as part of the study. Psychometric properties of the new 
translation of the instrument will also be examined. 
 
Figure 2.7 (below) presents in visual form the proposition being explored in relation 
























Figure  2.7 : Conceptual framework for the exploration of burnout levels 
of BRHC workers  
 Job satisfaction 2.13
The job satisfaction concept has defined by various researchers differently. The 
definition of job satisfaction chosen for use in this study is one of the most cited 
definitions, that by Locke (1969, p.317) who defined it as the “pleasurable emotional 
state resulting from the appraisal of one’s job as achieving or facilitating the 
achievements of one’s job values” (Locke 1969). This definition simply reflects the 
manner that people feel about several aspects of their jobs, their general job and the 
extent to which they like or dislike their jobs (Spector 1997). Job satisfaction is a 
worker’s feelings of achievement and success in their job and it also is directly 
associated with their productivity as well as their personal wellbeing (Farah 2015). 
 
Peters, Chakraborty, Mahapatra and Steinhardt (2010) suggest that there are five job 
characteristics that are rated of the greatest importance overall. These are “‘good 
working relationships with colleagues’, ‘physical conditions’, ‘training 
opportunities’, ‘tools to use skills on the job’, and ‘challenging work’”. Among 
health services workers, the same study found that “‘good working relationships with 
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colleagues’ (96%), ‘training opportunities’ (92%), and environmental factors, such as 
‘tools to use skills’ (92%, and ‘good physical conditions’ (93%) [were] more 
important than income (76%)”; however, when employees in a number of African 
countries (e.g. Ghana) where pay was far lower have been surveyed, income is of 
greater importance (Peters et al. 2010) and well-managed reform in that area is 
crucial. Nevertheless, the authors conclude that non-financial parameters remain of 
importance in increasing job satisfaction. Remuneration not only supplies a means to 
secure accommodation and food for employees and their families, it is also an 
indicator that one’s work is valued by the society in which an employee lives 
(Fernandez 2016). 
 
Job satisfaction plays an vital role at the employee level as a determining factor of 
workers well-being; at the aggregate level, it correspondingly affects worker 
productivity and turnover rate, and ultimately, a society’s economic prosperity  
(Faragher, Cass & Cooper 2005). 
 
In Libya, The medical sector was facing many difficulties and obstacles which led to 
very poor medical services and inefficient human resources management. In addition 
to that Libyan health professionals complained of unfair treatment and low job 
satisfaction. This poor medical services have led to a migration of patients to outside 
Libya (Ali, Kertahadi & Nayati 2014; Elarabi & Johari 2014). Elarabi and Johari 
(2014) found that low job performance in the Tripoli hospital resulted from low-
satisfaction of employees and health professionals. They found that the lack of an 
incentive system and low salaries were two main reasons for poor job satisfaction. 
As a low score on the Job Satisfaction factor has a negative effect on Human 
Resources Management (HRM) Efficiency and staff performance, and a loyal and 
satisfied hospital staff  is crucial, without them, the HRM Efficiency will be low and 
staff commitment will also be low as (Elarabi & Johari 2014). Williams, Konrad, 
Scheckler, Pathman, Linzer, McMurray, Gerrity and Schwartz (2010) found that 
perceived stress was significantly related to reduced job satisfaction and Blustein, 
Gill, Kenna and Murphy (2005) suggest that employees who perceive high levels of 
choice in their career decision making are happier at work because they are in jobs 
that are a better fit with their personal preferences. Social norms play an essential 
role in the association between job satisfaction and turnover rate (Lacity, Iyer & 
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Rudramuniyaiah 2008). Relationships with supervisors were found frequently to be 
highly and negatively associated with burnout (Bakker & Demerouti 2007; 
Halbesleben & Buckley 2004; Maslach et al. 2001). Therefore, by giving appropriate 
feedback, rewards, challenge and support, supervisors can have a major impact on an 
employees’ ability to cope with workplace stress and prevent or manage burnout 
(Bakker & Demerouti 2007; Halbesleben & Buckley 2004; Maslach et al. 2001). 
Supervision is highly associated with the various indices of job satisfaction 
(Muchinsky 1977). 
 
The first section of the study was designed to draw background information such as 
worker characteristics. The job satisfaction scale (a standardized survey) from (Hills & 
Humphreys 2012). In total, 10 items are listed, all of which are aspects of working life 
which can be result in satisfaction or dissatisfaction in health professionals. For more 
examples, see Chapter 4. Little research about job satisfaction has been done in 
developing countries and the MENA region (including Libya), especially in regard to 
workers in health or, even more particularly, in regard to workers in disability 
services. 
 
  Synopsis 2.14
To suggest any improvement in the quality of services in post-revolutionary Libya, it 
is necessary to gain an understanding of the state of rehabilitation services and assess 
the workforce performance and wellbeing of providers of care. A comprehensive 
literature review for the study on rehabilitation is located in different disciplines such 
as health (rehabilitation services) and psychology in the workplace relating to job 
satisfaction and burn out. In both these areas, there is a lack of information related to 
the needs and issues of people with disabilities in rehabilitation centres in Libya. 
Another area that is important to the study is workforce performance and workers 
well-being which has a strong impact on services provided to the disabled. However, 
there are no studies on these topics that relate to the Libyan context. The quality of 
service for disabled people is ultimately dependent upon workforce performance and 
well-being. Without taking into account the literature in these areas, it difficult to 






Developing Health service planning requires accurate and reliable data. The lack of 
information about post-revolution rehabilitation services available in Libya is an 
obstacle to understanding the circumstances in present day Libya. Lack of sound 
information can result in the under-estimation of the need for rehabilitation services 
and psychosocial support. This results in post-conflict development problems leading 
to weaknesses in provision of strong rehabilitation services. This study will add to 
the information base to help inform the development of post-revolutionary disability 
services by describing the needs, current services, service gaps, possible service 
models and opportunities for future service provision. A review of the body of 
literature on health services for rehabilitation is essential. This research is important 
because Libya is in a period of post-revolutionary development where policies and 
plans about rehabilitation are being prepared. This is crucial for developing an 
appropriate post-revolutionary disability service response, improving access to 
health, disability and community services and improving the quality of these 
services.  
 
The study is the first of its kind contributing to the body of literature on burnout in 
health workers in rehabilitation centres in Benghazi. This study contributes to the 
emerging notion that worker performance and workers wellbeing are deeply 
entangled. The study focuses specifically on providing evidence that is currently 
lacking for service planners to better support the enhancement of rehabilitation 
services in post-revolutionary Benghazi and in the MENA region. Personal and 
environmental factors are significant elements that have a potential impact on worker 
well-being (burnout and job satisfaction). This study investigates some dimensions of 
personal and environmental factors that could have influenced the level of 
satisfaction and burnout that finally impact on the services provided to disabled 
people in rehabilitation centres in Benghazi. The conflict that Libya was 
experiencing was a painful reality that resulted in the deterioration of services 







From the body of literature, it is evident that studies in health and psychology will 
provide the framework to contextualise the present study on rehabilitation of disabled 
people in Libya.  A picture is emerging that health services data are inadequate and 
so vitally important to developing the health services performance especially after 
conflict period and the workers wellbeing are ingrained in improving the health 
services performance as well. 
 
Minority groups such the disabled have suffered a further setback due to the conflict 
in Libya. The meagre resources that were available to support them was utilised for 
the whole community after the revolution. To redress the disadvantage, there is a 
greater need to learn from studies on rehabilitation services in other contexts.  The 
workforce which has a great impact on the level of the services provided to the 
disabled groups deserves research attention. An awareness of the literature on 
psychological well-being of care providers is essential to improve the services 
provided to the disabled people in rehabilitation centres in Benghazi. 
 
 
It can be seen from Chapter 2 that there is a gap in research evidence relating to 
people with disability, disability services and the disability workforce in Libya and in 
the MENA region in general. Most information about people with disability and 
services was focussed on a particular group, that is, ex-combatants. There were few 
studies that covered the rehabilitation needs of civilians after conflict and very little 
about the rehabilitation and disability service needs of people with disability acquired 
outside conflict. This chapter provided in-depth information about the rehabilitation 
services in pre and post–conflict in Libya. This information was put into the context 
of literature relating to other post-conflict countries. This included information about 
personal and organizational factors that can influence health services — health was 
used as the human services reference point when no information was available about 
disability or rehabilitation services. As workplace stress has been identified as 
common in human services sectors and because it can influence the quality of 
service, literature was reviewed about models of workplace stress and one severe 
consequence of workplace stress on the individual, namely burnout. The gap in 
research literature regarding disability and disability services in Libya was thus 
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demonstrated as was the need for descriptive information about services available in 
the post-conflict period. The absence of any research relating to burnout or job 
satisfaction of health or human service workers in Libya and the link between these 
two variables and quality of service was explained as the rationale for this 























  SITE AND SERVICES DESCRIPTION 3
 
  Introduction  3.1
This chapter presents the procedures and findings from the field study completed to 
provide a description of the only functioning physical rehabilitation service in post-
revolutionary Libya in 2012 — the Benghazi Rehabilitation and Handicap Centre 
(BRHC or the Centre). This chapter will first report on the study design and 
methodological considerations, including field trip planning, and ethics committee 
and study site approvals. The chapter will also report results including a site 
description, organizational chart and service description, internal environment 
analysis, and issues identified as challenges by the management of the Centre. 
Presentation of these factors will help achieve the following objectives of the 
research study which were to:  
Describe rehabilitation services provided in Benghazi. 
Describe organizational arrangements  
 Case Study Design 3.2
A case study is one of many research approaches that are designed to create deep 
information, a “multi-faceted understanding of a complex issue in its real life 
context” (Crowe, Cresswell, Robertson, Huby, Avery & Sheikh 2011). A case study 
is both “the process of learning about case and the product of our learning” (Crowe et 
al. 2011, p.4). This is why details of how the case study was conducted as well as the 
findings are reported in this thesis. 
  
Five types of case study research designs were identified: the critical, unique, 
representative/typical, revelatory, and longitudinal (Yin 2003; Yin 2013). The critical 
type was used in exploring disability services in Libya through the case study of the 
BRHC, as it provided deep investigation about site. Critical case study research 
involves critical reflection on current practices. The critical instance case study 
examines one, or very few, sites when the site presents a situation of unique interest 
(Allsop 2013). A very frequent example cited as a critical case study is the 
Challenger disaster (United States General Accounting Office 1990). In this study, 
the BRHC was unique because it was the only functioning adult physical disability 




Case study designs have different stages which are: defining the case; selecting the 
cases, and collecting and analysing the data; interpreting data and reporting the 
findings (Crowe et al. 2011). Case studies can give an explanation and description 
and/or investigate events or phenomena’s in real life contexts in which and as they 
occur. Case studies thus provide deep understanding and they can identify factors, 
and clarify causal links and pathways. In applying case study methodology to 
services, additional insights into what gaps exist in service delivery and why a 
service should select one strategy over another can be revealed (Crowe et al. 2011). 
This research study focuses on gaps in information about rehabilitation services for 
disabled people in a post-conflict situation following Libya’s 2011 revolution, 
revealing a deep understanding of how the Centre was organised, and gaps in 
facilities and services.  
 
Case studies collect qualitative and quantitative data using a range of different 
methods such as questionnaire, interview, observation, inspection of work samples 
and document analysis (Allsop 2013; Gillham 2010). This data is collected from 
different sources such as organizational literature, observation in the field of people 
and places, and interviews of people (Hill 2013). The present research study 
collected the data from different sources and different data collection approaches 
(document review, observation, key informant, survey). The variety of 
methodologies and sources used in case studies is a strength of the approach.  
 
But the case study approach also has many limitations. These include: rapidly 
accumulating a large quantity of data, and the volume of data together with the time 
restrictions that impact the depth of analysis within available resources (Crowe et al. 
2011). Furthermore, the case study sometimes has little basis for generalization and 
thus as a methodology it has been criticized as lacking scientific rigour (Crowe et al. 
2011).  
 
It is also time and resource intensive, so case study approaches should only be used 
on problems or topics that warrant such investment; case study research methods 
should not be wasted on issues that are unimportant. The present PhD case study did 
indeed consume significant resources but the complete absence of previous research 
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into disability services in post-revolutionary Libya, the need for information to help 
inform local and international agency planning for the many thousands of people 
now living with disability, and the scant information available in the MENA region 
regarding people with disabilities and disability services suggested this topic 
warranted a case study approach.  
 
This Libyan case study is important because to date no study has ever examined 
disability services in post-revolutionary Libya and its findings — even with 
methodological limitations — will present new knowledge and have important and 
worthwhile uses in service planning and improvement at local and regional levels. 
 
 Qualitative and quantitative data 3.3
Qualitative and quantitative approaches to data collection and analysis were used. 
Survey, documentary data and field observations were methods used to collect the 
data. Quantitative approaches were used in the survey about workforce 
characteristics. Both open-ended and structured questions were used in the survey. 
Qualitative data was collected through field observations and incidental informant 
interviews to develop a thorough understanding of the BRHC services and workforce 
issues. Heads of departments within the BRHC were “key informants” who helped 
give a detailed description of study site processes. 
 
 Data collection methods 3.4
3.4.1 Informal interviews 
As part of the field study, incidental informal interviews occurred with heads of 
departments so that the services at the Centre could be described and explained and 
the facilities observed could be put into context. The workforce characteristics 
survey (described in Chapter 4) was shown to all department heads before it was 
administered, and this provided a way of meeting them.  
 
Department heads who wished to participate in interviews had their identities 
protected through de-identifying and aggregating data. If a person’s position was 
important to data being reported, permission was sought to report it. All staff were 
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assured of confidentiality and anonymity in reporting. All interviews were conducted 
in either English or Arabic according to participant preference. All participation was 
voluntary and no incentives were provided to participants. The researcher was female 
and all participants were Muslim. In Libya broadly, and in the BRHC in particular, 
there is no segregation of gender and the investigator was able to interview male 
participants unsupervised and unaccompanied. No male participant requested an 
accompanying female to be present for interviews or site visits. Participants were 
able to suspend or terminate participation in the study at any time. 
 
In the course of interviews, information was revealed that described attributes of the 
services that have been included in the findings. Data from the incidental interviews 
was recorded in notes taken at the time or just after the interview.  
 
When the survey was used to structure a first interview, a semi-structured interview 
approach was taken (Taylor & Bogdan 1998). It was estimated to take between 30 
and 60 minutes. The interview could be suspended, reconvened or terminated at any 
time according to participant wishes (for example, a work interruption may require 
suspension). An interview schedule (Attachment A, B) was used to guide the 
interview. Responses to survey items were recorded during the interview, and open 
comments were written down during the interview.  
 
A decision was made not to audio record the interview as this was thought to reduce 
the likelihood of candid comments in a postrevolutionary environment. Participants 
were more likely to be confident that data from a written record taken down in front 
of them by a person they had met would be de-identified. This traditional approach 
to interview data collection was also more consistent with clinical practice and data 
gathering at the Centre where use of computers and information technology was rare 
and it was therefore more locally acceptable. Comments were recorded by writing 
keywords and quotes from participants as the interview occurred. 
  
Post-interview reflections and notes were also made by the researcher. Interviews 
were conducted in Arabic or English in accordance with participant preference; 
survey responses were written onto the form in English; interview notes were made 
in Arabic and later keywords and selected quotes were translated into English. The 
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questions asked in the interview were the same as those in survey. No identifying 
information was on the form or on interview notes. All participants had a number 
code and consent forms were stored separately from data. 
 
Interviewed staff could also choose to contribute to the study by completing 
questions on their own. In this case a printed copy of the survey was left with them 
and they could seal their responses in an envelope and submit it via a secure locked 
survey box. It was anticipated that most staff would prefer to be interviewed because 
this was more consistent with local custom. But in the end most people completed 
the survey on their own. The written survey was provided in Arabic. 
 
RH is a Libyan citizen, Fluent in spoken and written Arabic and has a good level of 
fluency in spoken and written English. AC is a registered allied health professional 
with a background in rehabilitation and disability; Australian Citizen, fluent in 
English. 
 
3.4.2 Observation methodology/procedures  
Observation is defined as “watching what people do, listening to what they say and 
sometimes asking them clarifying questions” (Gillham 2010). Observation has two 
main types: participant observer and structured observer. Structured observation is 
mainly counting and classifying what you see, i.e. quantitative. Participant observer 
means the researcher is known to study participants; he or she can interact with 
participants; and he or she is on the study site itself. The aim of observation was to 
collect data that is mainly descriptive, i.e. qualitative observations about the site, 
service and workers. Participant observation was used to conduct the present study. 
Field notes were made and key informant interviews (as above) were also undertaken 
to collect descriptive data about study site. 
 
Participant observers gain a deeper and clearer understanding of the setting and 
people being studied (Gillham 2000). Practically all participant observers conduct 
interviews and analyse written documents during or at the conclusion of their field 
research. Written documents such as official reports, correspondence, contracts, 
salary schedules, files, evaluation forms and diaries provide a potentially important 
119 
119 
source of data. Researchers can also analyse historical and public documents to gain 
a broader perspective on a setting (Berg, Lune & Lune 2004; Gillham 2000). 
   
The major weakness of the observation approach is that it is time consuming 
(Jorgensen 1989). Getting to be familiar with a case — whether individual or 
organization — is essentially a slow process. In addition, the data from observations 
are also troublesome to collate and analyse and difficult to write up sufficiently. 
However, when researchers write up observations as soon as possible, it is easier to 
recall and may also be more accurately recorded (Gillham 2000).   
 
Regular rounds of observation were done at BRHC two times a week during two 
months in the field to describe the field site. As part of a multi-method approach, 
observation was conducted to describe the site environment, activities, to provide 
deep information about the study site such as field trip planning, study site 
background, site description, The internal environment analysis of BRHC, the BRHC 
organization system description, the organizational chart of the BRHC, and the issues 
and difficulties that faced by the management of the Centre were described. 
 
3.4.3 Field notes 
Participant observation relies on detailed field notes with the aim to provide a 
complete recording as an analytic research method. Raw data is obtained from 
written field notes; it should be complete and comprehensive. Field notes provide 
descriptions of people, events and conversations as well as the observer’s action, 
feeling and “hunches” or working hypothesis (Berg et al. 2004; Gillham 2000). It is 
common for observers to spend many hours recording field notes for every hour of 
observation. There are many ways to write up the field notes and everyone develops 
a way to do it and it varies from observer to observer (Merriam & Tisdell 2015). 
 
Field notes provide detailed information and background about what happened in the 
field setting such as social process and their contexts (Miller 1999). The term “field 
notes” describes the expanded account or permanent notes that are the core of a 
participant observation study and the foundation for eventual analysis. They provided 
the data for the site description of services and issues. Some photographs of the 
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facility were also taken during the visit and these form part of the field notes data 
base (Gillham 2000). 
3.4.4 Key informants 
Participant observers develop good relationships with all informants. Field 
researchers usually attempt to develop close relationships with one or two respected 
and knowledgeable individuals in the early stages of the research, these people are 
called “key informants”. A key informant is the researcher’s “best friend” in the 
field. Participant observers may also cooperate with the key informants to provide 
them with deep information about the study site (Mabry 2008; Miller 1999). As field 
researchers have limited time and scope, key informants give to the observer detail 
about the history of the setting and fill in the researcher on what happens when he or 
she is not there (Taylor & Bogdan 1998). In this study, the heads of departments 
were key informants. Key informants are individuals who have special knowledge, 
position or communication skills who are willing to share their knowledge and skills 
with the researcher and who have access to perspectives or observations denied the 
researcher (Miller 1999).  
 
The informant may start as an interviewer survey respondent, answering questions 
and then move on to share information and become a key informant. This is what 
happened in the present study. They act as a “site interpreter”, not in language in this 
case but instead explaining observations and expanding on questions. Later they may 
become more of a teacher asking questions, and finally may become collaborator 
(Miller 1999). For example, in this study, one key informant was a previous manager 
who possessed special knowledge and the experience with rehabilitation services. 
Key informants can help the observer to access important information that is 
unavailable except from the key informant — this was the case in the present study 
because many practices were based on tradition rather than written policies or 
procedures. Key informants helped plan on-site strategies for data collection at the 




3.4.5 Document review methodology/procedures 
The documentary material was also collected and used. Very little was available on 
the internet, but what could be identified from agency reports, pre-revolutionary and 
post-revolutionary governments, ministries and services was obtained. These were in 
combinations of English and Arabic.  
 
Most documents relating to BRHC were available only in locally retained paper-copy 
versions; these were easy to access once on-site with the permission of key 
informants and they gave data about the Centre such as number of employees, its 
budget, the issues faced by the management, an organizational chart and so on. One 
example of such documents was the BRHC Annual Report.  
 
The strength of the documentary methodology is authenticity. This is difficult to gain 
with other methods previously described and it can be used in combination with 
other methods in research design because document collection and inspection can be 
flexible (Krippendorff 2012).  
 
 Data Analysis 3.5
Descriptive data from Centre’s documents was translated (by RH) and reviewed (by 
AC) to establish appropriate and accurate English-equivalent terms. This is what is 
reported.  
 
Field notes and responses to open-ended survey questions were analysed by looking 
for common key words and grouping these together to form categories that could 
then provide descriptive information about services or facilities at the Centre. Again 
field notes in Arabic were translated (by RH) and reviewed (by AC) to ensure 
appropriate and accurate English-equivalent terms were used. This is what is 
reported.  
 
Quantitative data was collated and summed to provide descriptive statistics. Most of 





In this case study, strengths, weaknesses, opportunities and threats (SWOT) was also 
used to analyse the data. An internal and external environmental scan was also used 
to understand rehabilitation services in post-revolutionary Benghazi (Libya) from the 
perspective of health professionals. SWOT is a useful tool to develop strategy from 
situation analysis (Pahl & Richter 2007). The main focus of this study was to 
describe in detail rehabilitation services for disabled people in Libya in general, and 
at the Benghazi rehabilitation services centre in particular to determine the needs of 
those groups and to develop these services. SWOT analysis of the internal and 
external environment of the BRHC, by demonstrating its strengths, weaknesses, 
opportunities and threats (SWOT), will underpin development of new strategy and 
policy. The SWOT analysis will be presented in the results section.  
 
Documentary data and observation field notes involved reading, coding into key 
words, analysing and organizing material into categories and writing the material in 
meaningful paragraphs that were further analysed. The approach used to analyse was 
to identify and isolate the important information through “content analysis”. 
“Content analysis” is a term defined as all forms of text analysis and also 
identification specific information (Krippendorff 2012). 
 Research ethics and site specific approval  3.6
Permission was received from the Chief Manager of the BRHC to conduct the study 
and this was endorsed by the Ministry of Foreign Affairs (Attachment C, D). There is 
no Human Research Ethics Committee at the BRHC or in the Ministry. The 
University of Wollongong approval is thus the only institutional authorization 
available and/or required. Ethics approval was obtained prior to data collection 
(HREC NO: HE12/199) (Appendix E, F). The lack of a local or national approach to 
human research ethics approvals is the main reason why the study was restricted to 
worker perceptions and field inspection of the site — it was not possible to ensure a 
culturally appropriate, locally approved approach to obtaining the consent of people 
with disability within the Centre could be implemented. No human research ethics 
committees in Libya so the scope was restricted to staff to ensure full informed 
consent was possible. The scope of study limited to physical disability. This was a 
separate service stream in the center in the department of social welfare. The study 
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site specific ethics approval from the ministry did not extend to psychosocial 
services. 
 Field trip planning  3.7
This study was conducted through collaboration with the stakeholders at the 
Benghazi Rehabilitation and Handicap Centre (BRHC). Key informants and local 
approval personnel included: Dr Adel Al Tira (the previous manager and orthopaedic 
physician), Saad Al Gutrani (Head of Therapy Department and supervisor of the 
nursing unit), Omeran Al Shike (Head of Workshop Prosthetic Limbs Department), 
the Head of the Administrative and Financial Affairs Department, and Fouzi Al 
Hader (Manager of the Centre). Their permission and assistance was invaluable. 
 
The time frame for the on-site field trip was arranged before the start of the study. 
Three weeks was planned for the researcher to collaborate with the stakeholders 
through interview and surveys, collecting information about the departments, taking 
photos for each department (information sheet and consent form were signed; no 
patients were included in photos), and originally the field trip dates were from 
24/08/2012 to 15/09/2012, three days a week (Sunday, Tuesday, Thursday). A delay 
in Human Research Ethics Committee notification meant data collection could not 
commence until September 2012. Data collection was extended into October because 
of slow recruitment and problems in getting around Benghazi as a result of difficult 
and/or dangerous conditions relating to internal conflict which began to escalate 
during late 2012. Data collection was concluded when the security situation in 
Benghazi deteriorated with the deadly attack on the United States Embassy on 12 
October 2012. The researcher returned to Australia with the data shortly after this 
event.  
 
The heads of departments were to advertise the study to their staff and provide them 
with the questionnaire and a closed box to put the data in for confidentiality. 
Department staff was not being interviewed.  
 
All funding for the field trip and requirements for this research were provided by the 
University of Wollongong. Air-fares to and from Libya were funded by the School of 
124 
124 
Health Sciences. Accommodation and local transport costs were covered by the 
researcher. 
 
Risk assessment for data collection was assessed prior to researcher departure at the 
time of ethics committee application. The security situation in Benghazi appeared to 
be reasonably stable in August 2012, and risks for civil or armed unrest in Benghazi 
appeared low, as it was 8 months after the revolution and an interim civil government 
was in place and reconstruction underway. The researcher had been a Benghazi 
resident in the past, had community connections to support her travel to and from the 
Centre, and to ensure her personal safety would be equivalent to any other local 
person living in Benghazi. The sudden and severe deterioration in security that 
occurred in October 2012 was not anticipated and meant a speedy return to Australia 
and termination of data collection was required.  
 
 Field trip implementation  3.8
The BRHC is a specialist institution that has served the people of Benghazi and 
surrounding areas for over two decades. The Centre is the largest specialized 
rehabilitation service in Benghazi. It has over 350 workers, 100 in-patient beds and 
an unknown number of patients serviced through the outpatient department, with 
anecdotal reports of many hundreds (no records are available or kept to permit an 
estimate to be made).  
 
The thesis author had previously communicated by email with the Centre’s General 
Manager following an introduction via a University of Benghazi based colleague. 
The General Manager had given site specific approval and the field visit had been 
authorized by the relevant government Ministry. The thesis author was on-site during 
the entire data collection period. During this time she introduced herself to senior 
managers and department heads and provided them with information about the study.  
 
Most health workers at management level spoke/read English and so the study 
information sheet English version was usually given (Attachment G). A version in 
Arabic was also available (Attachment H). The researcher asked to be introduced to 
line managers in nursing, therapy and administration departments and to meet 
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individually with them to tell them about study aims and procedures. She did this in 
English and/or Arabic according to their preference. The researcher invited 
department managers to participate in the study and, if they agreed, they completed 
consent forms Attachments I (English) and J (Arabic). These were stored securely 
and separately to data collected so that identification linked to data was not possible. 
The researcher asked department managers to advertise the study to their staff and 
provided a researcher contact number for any volunteers who would like to 
participate who had questions.  
 
Meetings with managers and any volunteer staff occurred at a time and place that 
was convenient to them at the study site. The researcher was female. Libya is an 
Islamic country but in BRHC female and male workers are not segregated and there 
was no barrier to her being able to interview male staff unsupervised or 
unaccompanied. Staff that preferred to provide data anonymously were able to 
complete questionnaires independently. A hard copy of the survey was made 
available for staff to collect with closed option questions and open questions with 
space for comment. The questions asked in the interview were the same as those in 
survey. 
 
 Participant Population 3.9
Prior to the field trip the exact number of potential participants was unknown 
because of the scant and variable information available online. It was determined in 
advance that any number of participants would make the study worthwhile because 
no previous research had been conducted on a physical disability rehabilitation 
service in Libya. That said, it was hoped sufficient numbers of workers would 
participate in completing items in the close-response survey component of the study 
(reported in Chapters 4 and 5) to enable inferential statistical analysis to be used.  
 
 Findings: study site description  3.10
The BRHC is a specialist institution that opened in 1983 serving the people of 
Benghazi and surrounding area with a total population of about 2 million people. It is 
the largest specialized rehabilitation service in Benghazi. The services provided by 
the BRHC are unique because it was the only functioning adult physical disability 
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services in post-revolutionary Libya which was managed by the ministry of social 
Affairs. BRHC is unique and provide specialized services such as (Physiotherapy, 
prosthetics, Laboratory and biomedical services, radiology and outpatient services) 
for disabled people. Even though some of specialized services are likely to be 
provided by other health care centres (run by the ministry of health) for example The 
Benghazi Medical Centre, which has 1100 beds, serves a population of half a million 
people in Benghazi and is the only facility offering tertiary health care services in 
Benghazi such as physiotherapy (World Health Organisation 2016).  It is recognized 
as an important centre nationally as it received special funding in 2005 from the 
Italian Government to enhance amputation services, and in 2011 from the United 
Nations to enhance training opportunities for clinical staff  (European Commission 
2011; International Trust Fund 2011). Rehabilitation services are provided free of 
charge to both in patients and out patients. 
 
The BRHC is the largest specialized rehabilitation service in Benghazi and the 
services cover around 1000 kilometres, being from (Tobruk) in the east to (Sirte) in 
the west. Patients come from as far away as Kufra, some 935 ms to the SSE of 
Benghazi.  The Centre’s services reach an area that is home to more than 2 million of 
the population. The inpatient capacity consists of about 100 beds about 60 beds have 
been fully occupied by inpatient males. As mentioned earlier, the female ward has 
been closed since 2010. BRHC also has bed block issues that will be discussed in a 
later section and no community based rehabilitation services (Benghazi 
Rehabilitation and Handicap Centre 2011). During the upheaval of 2011, it reserved 
its focus on rehabilitation, but was not able to take all the wounded.  
 
The previous manager and orthopedic physician, 14 August 2012 noted:  
The Centre was closed for three years and reopened in 2011. Forty percent of the 
Centre does not work yet, for example, the female inpatient ward and the operating 
theatre. My objective was to reopen the Centre and start work and serve disabled 
people, even though there were not enough resources. 
 




- Cases that needed alternative institution housing for “social circumstances” 
(such as no family) — 25 cases. 
- Cases that need special housing or supported “residential” accommodation — 22 
cases. 
- Cases that need treatment abroad because the level of technical or professional 
assistance is not available — 11 cases. 
 
During the upheaval of 2011, it retained its focus on rehabilitation, but was not able 
to admit many wounded, and so many were sent overseas for medical stabilization 
and rehabilitation services. These patients are now slowly returning to Libya and will 
be requiring follow-up maintenance services from services such as the BRHC. In 
addition, existing patients at the Centre are growing in number as the population 
ages, more children with disabilities survive, and the continuing effects of landmines 
are being felt with new people injured by unexploded ordinances and undetected 
mine-fields.  
 
The study site offers psycho-social and physical disability services; however, this 
study will focus on physical disability services with particular attention to services 
for patients with amputation injuries. The scope of study limited to physical 
disability. There was a separate service stream in the center in the department of 
social welfare. The study site specific ethics approval from the ministry did not 
extend to psychosocial services. Amputation services at BRHC have had previous 
international investment in 2001 and 2005 to support the large number of people 
injured through land mine explosions during or as a result of residual land mine 
fields from previous conflicts (International Trust Fund 2011). More recently in 
2012, further investment in specialised amputation services has been flagged with 
positions for expert prosthetists and orthotists being funded by international aid 











3.10.1 BRHC organizational arrangements  
The BRHC has 369 employees (Table 3.2) and (Figure 3.1) as presented in the 
organizational chart. The following table provides personnel figures per department. 
The majority are administrative. The number of employees varies across areas, being 
plentiful in some and insufficient in others (Table 3.1). The total Centre’s total 
budget was about LD1.3million (equivalent to 942.300$ US Dollar) for one year 
(2011). More than 80% of this is represented salaries and personal allowances. 
 
The organizational structure is hierarchical, with a General Manager, central 
administration services, department heads reporting to the General Manager across 
service types such as nursing, outpatients, therapy, and staff supervisors (who may 
have been department heads). All participated in this study. 
 
According to the 2011 BRHC Annual Report (Benghazi Rehabilitation and Handicap 
Centre 2011) the employment pattern across departments was as follows: there were 
150 managerial and financial affairs workers; 158 in the Health Care Department; 22 
in the Rehabilitation and Social Welfare Department; 17 in the Prosthesis 
Manufacturing Department who were all invited to participate in this study; and 25 in 
the Operation and Maintenance Department. At the time of the study in 2012 there 















Table  3.1: Distribution of employment in Centre departments (2011) 
Department Number Response rate 
Department of Administrative and Financial 
Affairs 





Department of Health Care 158 67% (n=20) of 
therapists employed 
20.8%, (n=14) from a 







comprising just 2.8% 
(n=2) of the  
X-ray technicians 
who comprised just 
1.4% (n=1) of the 
workplace recorded a 
response rate. 
 
Department of Rehabilitation and Social 
Welfare 
22 excluded 
Prosthesis Manufacturing Department 17 64.3%, (n=9) 
Operation and Maintenance Department 25 excluded 
Total 369 71 
Source: Benghazi Rehabilitation and Handicap Centre (2011) 



























 Figure  3.1: BRHC organizational structure 
Source: Benghazi Rehabilitation and Handicap Centre (2011)  
Note: Translated by RH from original annual report; presented without alteration 
 
3.10.3 Patients 
Services are provided to disabled people who live outside Benghazi city or those who 
live in Benghazi and also services of habitation and rehabilitation are provided 
during the day time for persons who can attend out-patients. All services are free to 
Libyan citizens. Patients should be referred to BRHC by doctors or hospitals because 
it is a specialist centre of the Ministry of Social Affairs, but since the revolution 
people have presented themselves to the Centre for assistance with or without 
referrals. Patients should be people with disabilities; however, during and after the 
revolution the lack of health care available from local clinics and the enormous 
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demand on the Benghazi Hospital has meant that the general public has also come to 
the BRHC outpatient department for routine medical and health care. This has placed 
pressure on services designed for physical disability caseloads. The problem of 
people presenting themselves has got worse in part because there are no guidelines 
for the hospital to accept or decline patient presentations and there is no system with 
regard to service access and referral.  
  
 Table  3.2: Type of Disability for inpatient 
 
Department Quadriplegia Hemiplegia Paresis Total 
Cases 
Men   A 13 2 13 28 
Men   B 16 / 18 26 
Hosting / / / 7 
    61 
Source: Benghazi Rehabilitation Centre and Handicap (2011) 
Note: Translated by RH from original annual report; presented without alteration 
 
 Table  3.3: Residential location of male inpatients 
 




Sirte  Alwahat Kufra Total 
Male 30 1 5 3 4 4 2 3 7 2 61 
Total 30 1 5 3 4 4 2 3 7 2 61 
 
Table 3.3 shows the residential locations of male in-patients. It is clear that half come 
from the local area but the remainder are between 90 and 1000km away. These 
towns are the following distance from Benghazi: Marj ( 90 km), Albida (250 km), 
Drna (300 km), Tubrk (460 km), Ejdabi (160 km), Brika (240 km),   Sirte (600 km), 
Alwahat (400 km), and Kufra (1000 km SSE of Benghazi). From a total of 61 
patients, 47 are long term residents (ranging in age from 5 to 20 years). The distance 
from the BHRC is an average of 500 km. None of these towns (Albida, Marj, Brika, 
Drna, Tubrk, Ejdabi, Sirte, Alwahat and Kufra) have a local disability service or a 
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community health support service which is one reason that the BRHC has long term 
stay patients. Other reasons are social and cultural. For example, culturally it is 
acceptable for a family to admit an elderly person to a rehabilitation centre rather 
than an aged care facility; if the older person has a disability this provides an 
acceptable rationale for institutional care.  
 
Physical therapy is in high demand from patients — both inpatients and outpatients 
with physical disability, and also patients from the general public who must come to 
BRHC as the only place in Benghazi where physical therapy is offered. General non-
disability patients include, for example, people who have fractured limbs requiring 
casting. One of the largest patient diagnostic groups for therapy is people with 
amputations. The physiotherapy caseload in 2011 for example, including 57 cases of 
war-wounded, mostly cases of amputation of the lower limbs.  
 
3.10.4 Medical, nursing and therapy staff for physical rehabilitation 
Prior to the revolution, the BRHC had a number of visiting medical staff, all were ex-
patriates and they left during the conflict. In 2012, there was one physician in the 
Centre for all inpatient and outpatient services; he was Libyan and his specialty was 
orthopaedics with a focus on amputations. For the most part, inpatients and 
outpatients received nursing and therapy care.  
 
Prior to the revolution, informants reported that many of the fully qualified nursing 
staff were ex-patriates; they left in the conflict. This meant in 2012, even though, the 
number of open beds was 60 and the number of outpatients unknown but in the many 
hundreds if not thousands, the number of qualified nurses was estimated to be 8 from 
total of 67 “nursing care staff”. The 59 unqualified “nursing care staff” were 
described as “medical assistants” but also nurses, and are included in the nursing 
category in the survey results reported in Chapters 4 and 5. 
 
All of the staff were Libyan citizens and none had left during the conflict. More 
information about worker characteristics across occupational groups is presented in 





Inpatient Services. There were 60 official inpatient beds but there were 61 at the time 
of the study. There were no female inpatient facilities. 
 
3.6.3.1 Inpatient medical and nursing care services 
 
 Photos 2: A typical male in-patient wards room for long-stay patients. 
 
The BRHC has three inpatient sections for rehabilitation care, with two functioning 
inpatient wards for males and one out-of-action ward for females. There is a total 
bedding capacity of 100 when all wards are functioning. The female section has been 
closed since 2010 (before the revolution) for maintenance but no progress has 
occurred; 60 beds only are designated as operational in the Centre and they are all for 
males. About 45 male beds are occupied by long stay patients (Photograph 2). This 
represent a concern for management because new patients cannot be admitted: in-
patient stays range from 2 years to 20 years. Few computers based records are used 
and there is no centre wide administration patient-stay system so it is not possible to 








One senior informant said, 2 September 2012: 
 
We have approximately 67 nurses and nurse assistants. Of the 67, we have just 
eight nurses who have a [tertiary] qualification. Many of them do not have even 
secondary school education. They do a 6 months course. After that, they come to 
work at the Centre. We are unsatisfied, as qualified nurses prefer to work at 
hospitals because they provide a good salary. For example, nurses working at 
hospitals get approximately 750 Libyan Dinar (551.47 US Dollar). Nurses working 
at the BRHC get only 350 Libyan Dinar (257.35 US Dollar). 
 
3.10.4.1 Outpatient services 
The outpatient department (OPD) contains a group of specialized services including 
physical therapy, nursing. plastic surgery, orthopaedic, medical rehabilitation and 
dentists; however, after the 2011 revolution these services were provided for the 
general public and not just the disabled. Stroke was reported to be a major diagnostic 
group for outpatients. Table 3.4 presents a summary of incidents of care by type. 
 Table  3.4: The number and type of services at outpatient clinic during 
2011. 
 
Outpatient Clinic Number of incidents of care 
Medical diagnosis 1511 




Source: Benghazi Rehabilitation and Handicap Centre (2001) 
Note: Translated by RH from original annual report; presented without alteration 
 
3.10.4.2 Physical therapy services  
Physical therapy provides services to disabled persons, including inpatients and the 
frequent outpatient cases according to need. The general aim of physical therapy is to 
provide muscular-skeletal services. These include strengthening muscles; 
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maintaining and/or increasing flexibility and range of movement; helping to maintain 
balance, particularly in gait, with prosthetic use; reducing pain in general; and 
protecting from deformity (for example, in preventing contracture following stroke). 
The Physical Therapy Department has expertise in disability but since the revolution 
it is now required to provide physical therapy services to the general public due to a 
lack of physical therapy technicians in other hospitals. This is causing a major 
burden on the Centre’s staff as it is not equipped in facilities, materials or staffing for 
general services.  
 
The most common types of physiotherapy at the Centre were reported to be 
(Benghazi Rehabilitation and Handicap Centre 2011) 
- Kinesiotherapy  
- Electrotherapy 




The number of physical therapy staff includes technicians; the total is 33 and the 
work schedule is 3 days a week for the outpatient clinic, where the patient is seen by 
a physiotherapist or orthopaedic physician from outpatient clinic. Some information 
provided by the supervisor of physiotherapists. 
 
A senior member of staff, 8 September 2015described the situation in relation to 
physiotherapy in the community:  
 
Home services are not provided at the Centre and there is no policy to provide 
services to patients at their homes. Disabled patients who need physiotherapy 
sessions should make appointments and come to the Centre to be provided with 
any physiotherapy services. In some cases if a patient cannot come to the Centre 
and their family asks for physiotherapy to come to their home, we do that but not in 







 Table  3.5: Physiotherapy outpatient sessions during 2011 
 
Sex Cases Number of Sessions 
Women 325 1530 
Men 335 1638 
Total 660 3168 
Source: Benghazi Rehabilitation and Handicap Centre (2011) 
Note: Translated by RH from original annual report (BRHC 2011); presented without 
alteration 
 
3.10.4.3 Laboratory and biomedical services 
Pathology services are provided at the BRHC and were still in use in 2012 despite 
problems accessing laboratory supplies. The Centre had X-ray and surgical facilities; 
however, these had been closed before the revolution for maintenance and had not 
been opened since. These services were thus not available. This has created many 
challenges — for example, casting broken bones without X-rays; or having to send 
any patients requiring surgery to the Benghazi Hospital.  
 
3.10.5 Management and Administration services 
The BRHC had administrative and management staff for the Centre as a whole and 
for each department. Management is personnel intensive because there are few 
computers and electronic records are minimal. Management reporting has 
traditionally revolved around accounting for funds provided by the central 
government through annual reports. There has not been a tradition of strategic or 
operational planning because this was controlled through national allocation of 
budgets. In a post-conflict environment this has become even more the case. This is 
in part because there has been limited local autonomy before the revolution and since 
the revolution the focus is necessarily from one week to the next to try and maintain 
business continuity in the face of many challenges. There are very few computers in 








Patient related administrative services were focussed mostly into departments — 
within a particular service unit, documents record patient clinical problems and 
treatment. There was no centre-wide patient information record or archive system, 
and only a few working computers which were not networked. At the time of the 
study, it was common for patients to carry their own paper-based records from one 
department to another, and as there was no centralized archive or filing system. The 
opportunity for file duplication or loss was ever present.  
 
There was currently no way to “track” the services received and outcomes from 
admission to discharge or across multiple presentations. This was considered a 
problem by Centre’s management, but there was no infrastructure to address it 
because there were few functioning computers, no centralized data warehouse for 
electronic information, no centralized paper-based warehouse, and no information 
system or policy across the Centre. This does not appear to be unusual for the type of 
institution. The Ministry of Social Affairs had not mandated a system, so data 
reported to the Ministry was usually collated by administrative personnel and 
recorded in the annual report of the Centre.  
 
Staff-related administration services were affected by the way in which budgets were 
allocated from the Ministry of Social Affairs. The budget was centrally determined in 
Tripoli and may not have reflected current activities or patient demands. The 
situation was volatile. Local management had to do what it could to maximise the 
effective use of the budget it received. Most of the budget was allocated to salaries 
and essential support services. One of the big challenges in staff-related 
administration and management was that salary budgets had been dramatically 
reduced and from time to time funds for payment of salary were interrupted by 
conflict or other central administration problems. Reductions in salary budget and 
interruptions to salary payments were a big concern. In addition, there was a 
difference in salaries across government departments, with disability workers in the 
Ministry of Social Affairs paid at a lower rate than hospital employees in the 
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Ministry of Health. This had the potential to lead to staff attrition to health services 
away from disability centres. 
 
Staff-related management services had not been able to focus on building local 
staffing and workforce policies and procedures in part because of the past use of 
centralized decision making at the Ministry level. So there were no local human 
resources, professional development, career structure or other policies.  
 
Distribution of workers across different units may or may not reflect demand and the 
type of services required. There is no information data base to estimate demands, 
trends or allocations. No data had been collected on staff education and continuing 
education activities or needs, and management services did not include professional 
development and training, performance assessment or accreditation of competency. 
Training was reported to be rare and related to either the use of donated or purchased 
equipment (although this did not always happen and equipment could be donated 
with no instructions on how use it) and computer training for some administrative 
staff.  
 
3.10.6 Discharge support services 
There were no discharge or community interface services at the BRHC — nor were 
there any in Libya. Community based rehabilitation or community based disability 
care was not available. This created a serious bed-block problem with many of the 
limited number of centre inpatient beds (n=60, male only) being taken up by long-
stay residential care cases. These meant new cases could not be accepted, placing 
even more pressure on outpatient services to manage complex cases. 
  
 Study site caseload and services as reported in staff survey data 3.11
 
In lieu of centre-wide records (those records available were department based and 
reported above for outpatients 2011), the reports of survey respondents regarding 





They reported that the most common diagnoses seen at the centre after the revolution 
were: stroke (n=28), different types of physical disability (n=25), amputations 
(n=17), fractures (n=8), cartilage damage (n=8), accident cases (n=8), spinal cord 
injuries (n=1), neck injuries (n=1), pelvis injuries (n=1), and damage to vertebra 
(n=1). Services were provided to a range of caseloads. Participants reported that in 
comparison with 2009, there are more injury cases especially from the revolution and 
in stroke patient because of high blood pressure and related conditions. 
 
3.11.2 Staff perceptions of services provision before and after the 
revolution  
Approximately 63.4% (n=45) of participants indicated that there was no change in 
the type of services provided at the BRHC from before the revolution to after it. 
Figure 3.2 shows that 12 therapists, 4 technicians, 2 physicians, 7 nurses, 1 x-ray 
technician, 3 medical test technicians, 13 administrative officers, and 3 
administrative managers indicated that there was no change in the type of services 
provided at the BRHC. On the other hand, 8 therapists, 2 prosthesis technicians, 
4nurses, 3 administrative officers, 1 administrative manager reported that there was a 
change in type of services provided from before the revolution to after it. The service 
reports from department heads given earlier in relation to outpatient services 
suggested a dramatic escalation in demand.  
 
3.11.3 Patient education services as reported by staff 
68% (n=48) of participants indicated that they did not provide training for patients or 
their families; 32% (n=22) of participants did (12 therapists, 5 prosthesis technicians, 
1 physician, 2 nurses, 1 administrative officer and one administrative manager). 
Some examples of training that participants provided for patients at BRHC included: 
training some amputation cases on movement and how they can use prosthetic limbs; 




Most of participants (87%) (n=62) reported that they did not provide training to the 
community in general; 13% did (n=8) (3 therapists, 2 prosthesis technicians, 1 
physician and 2 nurses). The training activities provided to general community 
included: training amputation cases, and stroke and general education programs 
about disability. 
 Figure  3.2: The type of services provided at the BRHC from 
perspectives of the health professional 
 
3.11.4 Administrative and information systems as reported by staff 
As can be seen in Table 3.6, the information management system was reported to 
vary. Regarding the use of the patient records at BRHC, nearly half of the 
participants reported that there was no information management system at the Centre 
and no centre-wide patient registration. At the same time, interviews and observation 
revealed that there were, however, separate and independent departmental files, for 
example there were (a) inpatient nursing files and (b) prosthesis workshop 
registration and service files. No registration or file was kept in the outpatient service 
although aggregated incidents of care were compiled as demonstrated in data 
presented earlier in this chapter. Approximately 50% of the workers said that the 
BRHC did not use World Health Organization classifications in their data records; 
63% of them indicated that patient records were not linked between different 
departments, and 22% of participants indicated that they had never seen any medical 




Such information gathering is impeded by a lack of resources, as is revealed in an 
interview with the relevant officer at the Centre.  
 
The information and statistics office was closed …. and I was moved to the 
financial department…There was not any equipment, such as computers, 
internet and so forth [in the information and statistics office]. I had made 
extra efforts on my own as I went to each department and asked for the 
information and gathered the information to do annual reports ….  as this is 
an important department and, even though there is not enough resources, I 
was very happy when I collected the information and created statistics on 





 Table  3.6: Information Management system 
Information Management System Responses 
Variable Number Percentage 







































When patients come back from rehabilitation in overseas countries, do you get to 
see their medical records to know what happened to them? 
Always 



















Do the overseas treated patients have discharge plans that tell you what follow-
up treatment should be provided in Libya? 
Always 
Usually   
Sometimes  















 Are you or your department able to implement the follow up treatment plans? 
Always 
Usually   
Sometimes  






























 Photos 3: Treatment room in physiotherapy department for out-patient 




 Specialist Facilities 3.12
3.12.1 Orthopaedic workshop 
The Centre has a specialist workshop for prostheses. This reflects the high demand 
for amputation-related services. The number of employees in this department was 
estimated to be 17 technicians. The workshop is divided into four units: 
- Artificial Lower Limbs Unit;  
- Artificial Upper Limbs Unit; 
- Prosthetic Appliance Unit; 
- Shoemaker Unit.  
 
 Photos 4: Orthopaedic workshop, prosthesis manufacture room  
 
In the orthopaedic workshop, there is a walkway hall (to practice walking on new 
prosthetic limbs), plaster taking rooms, fitting rooms, rooms for welding and rooms 
for plaster lamination. The workshop is involved in the manufacture and 
maintenance of prosthetic limbs and prosthetic devices, which are a necessary means 
for people who have amputated limbs to exercise their normal lives.  
 
The number of prosthetic limbs and devices manufactured during the period 1 July 
2011 to 31 December 2011 is shown in Table 3.7. This is the period of the Libyan 
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revolution. Further demand following the revolution was reported but had not had 
data collected at the time of the field trip. 
 
 Table  3.7: Prosthetic manufacture in the second six months of 2011 
 
Equipment Total 
Below Knee prosthesis 47 
Above Knee prosthesis 23 
Patello-Femoral prosthesis 9 
Hips prosthesis 2 
Knee brace 3 
Knee Ankle Foot Orthosis 4 
Lower limb splints 61 
Upper limb splints 29 
Foot supports 127 
Hip abduction splints 76 
Orthopaedic shoes 25 
Different maintenance 31 
Total 445 
Source: (Benghazi Rehabilitation and Handicap Centre 2011) 
Note: Translated by RH from original annual report; presented without alteration 
 
The challenge for the Centre is great. A senior informant of a relevant Department 
described some of the issues and difficulties that faced them at the BRHC.   
We provide the services for all patients in the eastern region and previously every 
time we needed to buy something and do anything we needed to make requests to 
the Manager which is a complicated procedure and can take a long time but 
recently the Centre provided us with a specific budget which is good for our work. 
The problem faced by our department is that there is a bed block at the Centre and 
we have many patients who come from far away and we need to take 
measurements of their limbs and to manufacture prosthetic limbs so they need a 
bed which is difficult as all the beds are occupied. And we have another issue 
which is that many people with amputations prefer to go overseas to get prosthetic 
limbs rather come the Centre. Only people who don’t have the money to go 
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overseas come to the Centre (Informant of relevant department, 8 September 
2015). 
 
3.13.2. Physiotherapy treatment rooms 
 
 Photos 5: Treatment room in the Physiotherapy Department  
 
A number of physiotherapy units were closed for the purpose of maintenance and 
development before and during the revolution, but they have had to re-open to 
provide services. Since 17 February 2011 the increased numbers of injured have 
meant that more need physiotherapy especially those upper and lower limb 
amputees. Consequently, physiotherapy has been forced to open sections to provide 
fitting services for amputee physiotherapy before maintenance was done. This puts a 





3.12.2 Biomedical laboratories  
 
 Photos 6: Biomedical laboratory 
 
The Biomedical Laboratory Unit is under the Health Care Department (as shown on 
the organizational chart), and the number of employees in this unit is eight. It 
provides services for inpatients and outpatients. It has medical equipment necessary 
for medical analysis. It comprises the following departments: 
- Haematology Department 
- Biochemistry Department  
- Parasitology Department 
- Seriology Department 
   
Table  3.8: Shows the number of samples analysed patients from 




Source: Benghazi Rehabiltiation and Handicap Center (2011) 




3.12.3 Operating theatres and X-ray facilities  
There are two rooms for surgical operations provided with theatre equipment 
including oxygen, cardiac monitors, artificial respiration and anaesthesia. The X-ray 
Department has modern, advanced apparatus. Both these sections were closed before 
the outbreak of the revolution for the purpose of maintenance and they have not been 
in operation since. This mean there are no surgical or X ray services available at the 
BRHC. 
 
 Photos 7: The corridor of the closed surgical and X ray sections 
 
3.12.4 Functioning and equipment 
Lack of specialized employees or companies who could help with the maintenance 
process is an issue because failure to repair the medical equipment affects the 
BRHC’s workflow. High quality health services depend on the infrastructure and 
materials to perform the specific tasks. Although the BRHC has advanced 
equipment, it must also be noted that the Centre has not been able to complete 
maintenance work that needs to be undertaken by specialized companies. An 
alternative explanation might be that there is a lack of people trained in the 
specialized maintenance processes required. As far as consumables and equipment 
supply is concerned, the failure to provide medical equipment and operational 
materials permanently — especially in the therapy department, laboratory, x-rays, 
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and workshop in the prosthetic limbs department — has affected the workflow in 
these departments. Furthermore, lack of specialized companies accessible in the 
Benghazi for the maintenance and repair of medical devices and equipment is one 
reason why breakdowns stop the work of much of the equipment, which could 
potentially impact on the level of services. During observation we found, for 
example, that the inability to mend some Physiotherapy Department equipment that 
needed repairing impacted on the work of therapists with their patients as the 
therapists could not use the equipment until it was fixed. One simple example of a 
program adversely affected is pool based water therapy. Finding effective ways to 
deal with these issues is essential to ensure periodic maintenance of all BRHC 
equipment. 
 
Maintenance work at the BHRC since the outbreak of the revolution on 17 February 
2011 has stopped, causing the closure of many departments. This then had on impact 
on the workflow at the Centre. Management needs to deal with the issue by finding 
companies to complete the maintenance process or find alternative solutions to 
continue the work at the Centre especially as this issue especially affects the 
women’s inpatient ward. Since the revolution two major issues have emerged: how 
can a women access the rehabilitation services and where can they go after the 
department closes for maintenance.  
3.12.5 Safety and security 
Safety and security is a priority in providing services for the disabled at BRHC 
because a safe environment reduces a stress and workers need to feel safe to come 
and do their work. The safety and security of the Centre is compromised because 
after the war many people have access to weapons. They use the weapons without 
being controlled or monitored by police.  
 
The security and police infrastructure / services are non-existent after the war. There 
is a difficult situation because of the breakdown of the police and military support 
services to ensure safety. This has made it possible for criminal elements to operate 
without fear. For example, during my observation, a ward in the Centre seemed to 
have been destroyed as bullets and shrapnel were found in the ward. The safety and 
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security is a big challenge for the BRHC management of the Center to protect their 
patients and the Centre property.  
 
A senior clinical staff member, 2 September 2012 said that:  
 As we work on shift duty, we feel unsafe because all night we hear the shouting 
and bombing and one day we found in the morning that the window was damaged 
and we found some shrapnel on the ward. We feel unsafe and scared, especially on 
night shift. Even though it is unsafe, we come to the work because patients need 
someone to help them with everything. Some patients left the Centre because their 
family felt unsafe and their family can take care of them; but other patients cannot 
be discharged because they live far away or they don’t have suitable 
accommodation. 
 
 Workers’ suggestions for BRHC services 3.13
 
The participants were asked about their suggestions for health service development 
and improvement at the BRHC. A total of 16 suggestions were made by 38 
participants. These suggestions were grouped into 5 categories by the researcher. To 
categorize responses, the researcher examined each suggestion and grouped similar 
suggestions together on the basis of key words (33 participants did not make any 

















 Table  3.9: Workers’ suggestions 
 
Workers’ suggestion for service improvement N 
Improve number of services  
e.g. Home services policy, providing patient transportation 
2 
Professional development  
e.g. Provide (staff) training program 
2 
Development of management information system (medical records)  
e.g. Develop computerized record, improve technology infrastructure at 
the Centre 
4 
Recruit and retain qualified clinical staff  
e.g. Provide qualified nurses and health assistance, recruit qualified 
therapists 
6 
Improve management procedures and employment conditions 
e.g. Clear work policy, supervision and monitoring of staff, increase 
salaries 
11 
Raise the level and quality of services at the Centre  
e.g. Improve inpatient services, Centre and equipment maintenance, 

















This chapter described the study site in detail. This section provided background 
about the study field planning, data collection method, and participants. In addition, 
the BRHC structure, inpatient services provided at the Centre, departments, 
resources, employees and worker suggestions were presented. The next chapter will 































 WORKFORCE CHARACTERISTICS  4
 
 Introduction 4.1
This chapter will present findings from the survey administered during the on-site 
field visit to workers at the BRHC. This survey asked questions which will describe 
the sample’s demographic and occupational characteristics, worker awareness of 
community based rehabilitation services available, the United Nations Convention on 
the Rights of Persons with Disabilities which Libya had signed, professional 
development / training experience at the Centre and suggestions for such training, 
worker suggestions for service development/improvement, and worker knowledge 
regarding patient data storage systems/ records. 
   
Presentation of these findings will help achieve following objectives of the research 
study which were to:  
 Describe rehabilitation demographic and occupational worker characteristics in 
post-revolutionary Benghazi 
 Present BRHC data on worker training experiences and professional 
development needs 
 Find out the knowledge of health workers regarding the UN Convention on the 
Rights of Persons with Disabilities  
 Describe worker job satisfaction.  
 
 Survey design 4.2
Salant and Dillman (1994) say that surveys can assess the needs, evaluate demands 
and examine impact (Salant & Dillman 1994). Tanur (1982) defines surveys as a 
“means for gathering information about characteristics, actions or opinions of a large 
group of people” (Pinsonneault & Kraemer 1993, p.77). The strengths of surveys are 
that they can obtain information and demographic data from large samples of a 
population and get information about perceptions and attitudes which are difficult to 
measure through other methods. The other strength is that if the sample size is large 
enough it is possible to make generalizations based on the findings. However, the 
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weaknesses of surveys include that they can be biased and confounding — for 
example recall bias may occur for participants during attempts to remember their 
circumstances and when assessing their own behaviour (Glasow 2005).  
 
Since the objective of this study was to find out about demographic and occupation 
attributes that were not elsewhere recorded in Centre documents, ideally high 
response rates would have been good, however this was the first survey study in the 
hospital so any level of participation was considered useful to gaining insights about 
workforce characteristics. When participants were asked their opinions or views, it 
was anticipated that they would answer honestly as the questions were not about 
controversial topics and they were answering the questions anonymously if they 
completed it by self-report. A few respondents chose to answer survey questions 
through an interview process (the key informants).  
 
 Sample 4.3
Participants were all workers at the BRHC site. They were employed in clinical 
services (therapist, nurses, visiting doctor) or administration/management roles. All 
participants were to be volunteers.  
 
There were an estimated 368 workers at the BRHC. Most of these were nurses 
(n=67), the remainder were therapy staff (therapists and technicians) (n=30), 
administrative staff (n=135) and ancillary staff (such as cleaners, transport workers, 
n=154). At the time of the study there was one physician who was a consulting 
orthopaedic specialist in the prosthetic rehabilitation area, but otherwise no doctors 
were employed by the Centre.  
 
The recruitment strategy aimed to have participants from each of the following 
groups — nurses, therapy staff (therapists and technicians) and 
management/administrative staff. As no research had ever been conducted on 
disability workers in Libya, the number of participants was considered worthwhile as 
the primary purpose of the study was descriptive. To help guide recruitment efforts a 
general target of a certain percentage of each group was set: nurses 21% (n=12); 
therapists and technicians 52% (n=12); and administrative/management staff 22% 
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(n=30). If any visiting doctor was interested in the study, he/she was invited to 
participate. 
 
It was anticipated that staff would be willing to experience the inconvenience of an 
interview or completion of self-report survey because they might have an interest in 
advancing understanding of rehabilitation services in Libya in the post 2011 era. This 
sort of study had not previously been done at the BRHC, and so it is thought to be 
perceived as helpful for planning by all worker areas.  
 
A single site cross sectional cohort survey design was used. Volunteers were workers 
at the study site and included: physical rehabilitation nurses, physical therapists, 
prosthetic technicians and administrative staff. Staff involved in psychosocial 
programs and ancillary staff (e.g. cleaners) were excluded. 
 
Participants were recruited from 232 eligible workers at the BRHC (Benghazi 
Rehabilitation and Handicap Centre 2011).   
 
 Survey development 4.4
The survey was organized into 12 pages. Apart from two standardized instruments that 
were included in the 12-page pack, all items were developed by the authors on the 
basis of issues identified in the literature review (Chapter 2). These items are 
overviewed shortly. A pilot test of the draft survey was conducted on-site with three 
of the informants, the Head of the Health Services Department, Head of 
Physiotherapy Department and the Centre Manager. They found the survey questions 
and response options clear and did not recommend any change in the survey.  
 
The first page was composed of an introduction statement about the study, 
instructions and suggestions. The second two pages were composed of demographic 
questions that asked the participants age, gender, work experience, qualification, and 
occupation. This demographic and occupational data was important because it had 
been never documented in Libya before and there was a need to understand not only 




The fourth page asked questions about job satisfaction (a standardized survey). This 
survey was called “Job Characteristics” (Hills & Humphreys 2012) some of these 
items related to personal and some environmental characteristics of job satisfaction.  
 
After this more questions asked about job characteristics and these continued to page 
9 and included questions about: supervision, work hours, work function, team work, 
services provided, patient records, professional development and training, and 
participant awareness of home and community services available.  
 
Participant awareness of the United Nations Convention on the Rights of Persons 
with Disabilities was asked about on the tenth page of the survey.  
 
The last two pages were comprised of the MBI-Human Services Survey of (Maslach 
& Jackson 1986). This was to measure any potential consequence of work stress 
through burnout. This survey is subject to copyright and the right to use 300 surveys 
was purchased from survey distributors because it was not known until the site visit 
how many of the employees would be eligible and how many people might 
volunteer; as only 71 were used, the remainder await use in future research 
opportunities. The Arabic translation and validation process for the MBI-HSS is 
described later in this chapter. 
  
 Data collection 4.5
The survey forms were left for collection by volunteers in different departments. The 
survey was completed using paper and pen self-report and responses were deposited 
in a secure collection box in each department which was regularly cleared by the 
researcher. Any comments made in open response option questions were anonymous 
and de-identified. 
 
A number of surveys were self-report completions (n=67). Consent for self-report 





If they were key informants, it was administered through interview with the 
researcher writing down responses (as described in Chapter 3); 4 were collected via 
interview. Consent forms were completed and stored separately from surveys. All 
were de-identified and data aggregated.  
 
 Data management 4.6
Privacy of survey respondents was protected because all data collected was either 
anonymous or de-identified by the use of subject codes, and all quantitative data was 
aggregated.  
 
After the data was collected at the site, the paper -based data was stored in secure 
container with the researcher, carried in-flight cabin baggage back to Australia and 
upon return to the university it was stored in the locked office of the supervisor. All 
paper and electronic records will be retained for 5 years after publication of findings. 
 
 Data analysis 4.7
Quantitative data was entered into a Microsoft Excel spread sheet for later importing 
into IBM SPSS (originally “Statistical Package for the Social Sciences”) version 21 
for analysis. Quantitative data was analysed using descriptive statistics to give a 
profile of organizational arrangements, workforce characteristics, professional 
development and training opportunities, services provided, diagnostic groups, and 
infrastructure features. Limited exploration of bi-variate factor relationships will be 
made in this chapter (for example, demographic and professional development). 
Later chapters will explore the inferential statistics used in predictive models that 
include factors collected in the survey. 
 
Qualitative data provided by respondents in the open-ended questions relating to 
service issues and professional development needs were content analysed using key 
words to identify categories of responses. These categories were grouped together to 




 Ethical considerations 4.8
Human Research Ethics Committee approval was given for the survey study as part 
of the Case Study method reported in the previous chapter (Chapter 3). Individually 
each participant was a volunteer. Culturally and locally appropriate methods were 
used to ensure participation was voluntary. First the Chief Manager has already 
given approval for the study to proceed. This means that the participant understood 
that participation was acceptable to the institution. Second, the Chief Manager had 
his support endorsed by relevant officials from the Ministry of Social Affairs. This 
meant that the institution was able to proceed. Third, in keeping with the hierarchical 
approach of services in Libyan organizations, the researcher as a courtesy met first 
with the department heads to explain the study and to invite their participation and 
that of their staff. If a department head had refused, their staff would not have been 
approached as this would have placed participants in an awkward position. As it was, 
all department heads agreed. 
 
 Results 4.9
4.9.1 Demographic characteristics 
The total number of participants in this sample was 71, a response rate of 27% of a 
total of 259 workers who had access to the survey. It was not possible to find out any 
information about non-respondents except the occupation categories they came from 
— this is presented later in the results. The median age was 38.1 years (age range 
26–66 years; mean 39.4 years; SD 8.2; 3 missing cases). See Figure 4.1.  
 









56% (n=40) of participants were male and 43% (n=31) of the study sample were 
female. All participants lived in Benghazi and were all Libyan citizens. They were 
also Arabic mono-lingual apart from one individual who spoke only English and one 
who spoke both English and Arabic.  
 
Figure 4.2 shows education levels were predominantly high school / pre-secondary 
school level, with only one fifth having a university qualification (n=16 of 69; 
22.5%). 





 Figure  4.2:  Highest educational qualifications 
 
4.9.2 Occupation  
Figure 3.1 shows occupations of participants. The response rate of each occupation 
group can be calculated and this shows greater sub-group participation in some than 
others. Therapists comprised 28.20% of the whole sample, but for their subgroup 
their response rate was 67% (n=20) of a total number of 30 therapists employed at 
the BRHC. Administration officers comprised 23.90% of the total sample, but for 
their subgroup their response rate was 12.5%, (n=17) from a total number of 135 
administration staff. Nurses comprised 19.70% of the total sample, but for their 
subgroup their response rate was 20.8%, (n=14) from a total number of 67 nurses. 
Prosthesis technicians comprised 12.70% of the total sample, but for their subgroup 
the response rate was 64.3%, (n=9) from a total number of 14. Administrative 
managers comprised 7% of the total sample; an estimate of the subgroup response 
rate was not easy to calculate because there was no list of personnel identified as 
“administrative managers”. However on the basis of the number of departments on 
the organizational chart the response rate was 100% (n=5). In addition to these larger 
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occupational groups, another three small professional groups responded to the 
survey. These were medical test technicians, which comprised 4.2% (n=3) of the 
employee workforce sample but, with 3 of the total number 8 possible respondents, 
their response rate was 37.5%, while physicians comprising just 2.8% (n=2) of the 
sample had a response rate 100%) and x-ray technicians who comprised just 1.4% 
(n=1) of the workplace recorded a response rate. 
 
The major occupational groups in the sample were thus therapists, administrative 
officers and nurses as per Figure 4.3. BRHC offers only one kind of therapy which is 
physical therapy. Therapists are qualified through non-university courses, typically a 
6 month diploma course at a technical college equivalent. The “nurse” category also 
includes staff who were considered nursing staff at the Centre but do not have 
nursing degree or diploma qualifications and they may actually be generic health 
assistants performing duties considered to be nursing but who do not have the 
relevant qualifications but instead rely on “on the job” training. As this was 
identified after data collection, a follow up enquiry found that only 8 nurses at the 








Figure  4.3: Distribution of all respondents by occupation 
 
There was no association between gender and three aggregated education groups of 
“School” (primary, secondary or high school leaving certificates), “College” 





The statistical association between occupation and highest qualification was 
significant (

 =11.053, p=0.026). Three aggregated groups were used to ensure cell 
sizes >5: nurses; therapists and technicians; nurses; administrators and managers 
(See Figure 4.4). Although a degree in physiotherapy was recently made available in 
Tripoli in 2013 (Astiata & Wasif 2013), none was available in Benghazi according to 
our investigations. The highest possible qualification was thus a diploma and all 
therapists held these. The highest possible qualification for prosthetic technicians in 
Libya was a diploma, although planning is underway for a degree level qualification 
to be offered from the University of Tripoli (International Committee of the Red 
Cross 2013). Postgraduate degrees were only held by senior managers. 
 
 Figure  4.4: Education levels by occupation 
 
4.9.3 Employment history  
The average length of employment at BRHC was 13.28 years (range 1–35 years; 
average 13.87 years for females, 12.82 years for males). A third had worked there for 
over 20 years (21–25 years, 22.5%, n=6 females, n=10 males; over 26 years 9.8%, 
n=7, all males). Just under a third had worked 10–20 years (30.9% 11–20 years, 
n=12 females, n=10 males); and less than a third had worked for less than 10 years at 





There was no statistical association between gender and length of employment (t=-
.506; p=.615). There was a statistical association between length of employment and 
highest educational qualification, and in all three employment duration groups, 
school leaving certificates were most common, followed by university, then college 
level qualifications.  
 
 
Figure  4.5: Education levels by gender 
 
4.9.4 Employment conditions 
4.9.4.1 Hours of work 
At the time of the field visit, a new policy had been issued by the Ministry of Social 
Affairs that the standard work hours for all BRHC staff would change from 8am–
2pm to 8am–3:30pm. This new policy was still in the process of being implemented 
so the results show variable work hours.  
 
The normal working week for all staff other than nurses (who work in shifts) was 6 
hours per day, 5 days per week Sunday to Thursday. Approximately a quarter of 
workers reported that they worked the new time of 6 hours a day (26.8%, n=19). 
Most other participants worked less than 6 hours (63.2%, n=46, range 3–5.5 hours, 
mean 4.80 hours). Nurses working a shift system have three 7 hour shifts each day to 
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provide 24 hour care. Nearly half of the respondents indicated that they could work 
extra hours above the new 6 hour requirement but these would be unpaid and only as 
a volunteer.  
 
4.9.5 Safety travelling to and from work 
Most participants (91.5%) reported that they did not experience problems with safety 
problems or issues during their travel to and from home to the Centre. The only 
safety issues identified was car accidents (5.6%). Most participants (66.2%) used a 
private car to reach work: some participants used a bus (4.2%) or walked to reach 
work (11.3%). There was no public transportation in Libya. Traffic congestion 
(traffic jams) is problematic and identified by participants. In some areas roads had 
been damaged through the revolution and were impassable.  
 
4.9.6 Teamwork 
More than half of the participants (n=38, 53%) reported that they did not work as a 
part of team and 42% (n=30) worked as part of team; responses from a number were 
missing (n=3, 4.2%). BRHC does not use a formal team work system; where it 
occurs, it consists of either a nurse or physiotherapist (8.5%) or therapist, prosthetists 
and an orthopaedic physician (7%) or therapist and prosthetist 2.8% (see Table 2).   
 
4.9.7 Primary work roles 
Participants were asked what their primary work role was. The self-reported work 
functions of participants were categorized into nine roles. The most common 
function was the delivery of clinical service to patients (n=33, 46.5%): 18 were 
therapists, 12 were nurses, two were physicians and one was an X-ray technician. 
The next most frequent work role was participants providing administrative functions 
for Centre operations (21.1%, n=15). Of these, 11 were administrative officers, 3 
were administrative managers, and one was a therapist who did administration. The 
distribution of tasks, recording patient and worker attendance and coordinating work 
across staff formed part of that process. Providing prosthesis services for patients 
was next (11.3%). This was undertaken only by prosthesis technicians. The other 
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types of work roles were coordination and administration of a clinical section (2.8%): 
one prosthesis technician and one administrative manager: reviewing financial 
matters another area (1.4%, n=1 administrative officer) and laboratory investigations 
(4.2%, n=3 pathology technicians). 
 
4.9.8 Supervision responsibilities 
 Most participants 76% (n=54) did not supervise other staff (4.2%, n=3 missing); just 
19.7% (n=14) of them had a supervisory role. These supervisors were a therapist 
(n=1), prosthesis technician (n=1), physicians (n=2), nurses (n=2), administrative 
officers (n=3), and administration managers (n=5). 
  
 Worker professional development 4.10
Table 4.1 presents information about professional development and worker training. 
The majority of participants (80%) did not have any training during last 12 months. 
18% of workers who did training said it was for a computer course. Approximately 
74% of the staff reported that they did not get any training at the Centre before 2009 
(well before the civil unrest). This demonstrates that little professional development 
has been provided to BRHC staff before or after the revolution, and this is regardless 
of circumstances of civil unrest or stability. Three quarters of participants (n=53, 
74.6%) indicated that new employees did not get any training about the Centre, 

















Table  4.1: Professional development 
 
Variable No Percentage 




















When new people come to work at the Centre, do they get training: 








































 Knowledge of community based rehabilitation or home services 4.11
 
The bar chart (Figure 4.6 below) shows that nearly 48% of participants reported that 
they did not know if there was any community or home services for people with a 
disability, and 41% indicated that there was no community or home services for the 
disabled at all (8.5% , n=6 were missing). A few participants did know about 
community based rehabilitation that might be available and these were two 









 Knowledge of the United Nations Disability Convention 4.12
More than half of participants (58%, n=40) indicated that they did not know that the 
United Nation had a Convention on the Rights of Persons  with Disabilities but 42% 
(n=29) did (9 therapists, 6 prosthesis technicians, 5 nurses, 4 administrative 
managers, 4 administrative officers and 1 physician). Only 16% (n=11) of the 
participants knew that Libya had agreed to this UN convention (6 prosthesis 
technicians, 2 administrative managers, 1 physician, 1 therapist and 1 administrative 










officer). Most participants (75%, n=53) did not know whether Libya had or not 






 Figure  4.7: Has Libya agreed to the United Nations Convention on the 
Rights of Persons with Disabilities?   
 
 Synopsis 4.13
This chapter outlined the research findings for this study. Descriptive statistics were 
used to describe: demographic characteristics, services provided, service facilities, 
professional development, worker knowledge regarding patient data storage systems/ 
records and worker suggestions for service improvement. The next chapter will 
present the results of the survey section that used standardised instruments to explore 











 WORKER JOB SATISFACTION AND BURNOUT 5
 Introduction 5.1
This chapter presents survey findings relating to job satisfaction and burnout of the 
participants whose attributes were described in Chapter 4. Job satisfaction indicates 
the likelihood of worker retention and it has been associated with the quality of care 
received in health and human services. Burnout is a negative emotional consequence 
of work stress. As indicated earlier in the thesis, burnout indicates serious problems 
in worker well-being (Jayaratne & Chess 1984; Maslach et al. 2001).  Burnout is 
common in the human services workforce (Kowalski et al. 2010; Maslach & Jackson 
1982)  and in disability services in particular (Devereux et al. 2009). Workers at the 
BRHC were thus in an occupation where the burnout risk was potentially high. In 
addition, these workers were in a post-conflict environment. The revolution had 
ended less than 12 months before and the security situation in 2012 Benghazi was 
deteriorating. This community instability added to potential stressors.  
 
This chapter, first presents descriptive responses of the sample to worker job 
satisfaction and burnout measures, and then explores the relationship between job 
satisfaction, burnout and demographic factors. This is the first study to explore the 
relationship between job satisfaction and burnout using these measures, and the first 
to do so in Arabic and in the MENA region.  
 
 Purpose of the study 5.2
The purpose of the study was to examine the incidence of burnout among workers at 
a disability rehabilitation centre in Libya — the BRHC. Personal and occupation 
factors associated with job satisfaction and burnout will be explored.  
  
 Significance of the study 5.3
This is one of only a handful of studies that explores human services job satisfaction 
in the Middle East and MENA region (El-Jardali, Jamal, Abdallah & Kassak 2007; 
El-Jardali et al. 2010); job satisfaction in a post-conflict environment (Roome et al. 
2014) and job satisfaction in physical disability-specific services (Tomlinson, 
Swartz, Officer, Chan, Rudan & Saxena 2009). 
169 
169 
This was the first study to examine burnout in Libya in any workforce context. It is 
also one of only a few studies to examine health workforce burnout in the Middle 
Eastern region (Abdallah 2009; Al-Dubai & Rampal 2010; Sabbah et al. 2012b; 
Selaihem 2013), but it is the only study to examine burnout in a physical disability-
specific workforce population in the Middle East or MENA region.  
 
 Data collection 5.4
This chapter presents results from the two standardized instruments that were part of 
the 12 page survey pack administered to participants. The first standardized survey 
was Job Satisfaction by (Hills & Humphreys 2012) and the second was the Maslach 
Burnout Inventory Human (Maslach & Jackson 1986). The Job Satisfaction survey 
was free to use with attribution.  
 
Both standardized instruments were developed in English. To be used for this study, 
they were translated into Arabic using procedures described below.  
 
 Survey instruments 5.5
5.5.1 Job satisfaction  
The Job Satisfaction survey developed by Hills and Humphreys (2012) was used as 
the instrument to measure the level of job satisfaction. The survey consisted of 10 
items to measure different dimensions of job satisfaction. The response scale ranged 
from 0 (very dissatisfied) to 4 (very satisfied) where a high score equals high 
satisfaction. The items ask questions to measure participant views about their 
satisfaction in: variety in their work; physical work conditions; opportunities to use 
their abilities; relationship with their colleagues and fellow workers; satisfaction in 
their hours of work; satisfaction regarding their remuneration; and the amount of 
responsibility that they were given. An “overview” question is also asked in the 
survey — “Taking everything into consideration, how do you feel about your work?” 
Appendix A presents the full survey (permitted by survey authors with attribution). 
This survey has been broadly used in medical field research over the last two decades 
and was recently employed in the Australian clinical medical workforce (Hills et al. 
2011). The 16-item job satisfaction scale developed by (Warr, Cook & Wall 1979) 
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was validated in a British population (Warr et al. 1979). The modification of this job 
satisfaction scale is the 10-item short form developed by (Cooper, Rout & Faragher 
1989), a 10-item job satisfaction scale that has gained broader acceptance in the 
medical community field and has been employed in a range of medical specialist job 
satisfaction studies internationally. Total job satisfaction for each respondent was 
calculated by adding the scores of the 10 items in the revised scale. 
 
Prior to use in the present study, this instrument had been used once (Hills, Joyce and 
Humphreys 2012). The validation of this instrument was conducted by (Hills et al. 
2011). They found the internal reliability was very high r=.86. No other 
psychometric testing had been done on the instrument. 
 
5.5.2 Burnout Instrument: MBI – Human Services Index 
The Human Services Survey version of the Maslach Burnout Inventory (MBI) 
Maslach and Jackson (1986) was used (See Appendix K). The MBI survey consists 
of 22 items which form three subscales scores. First is Emotional Exhaustion (EE) 
which consists of 9 items regarding staff feelings (e.g. “I feel used up at the end of 
the workday”). Second is lack of Personal Accomplishment (PA) which consists of 8 
items regards the staff evaluating themselves and their accomplishments (e.g. “I feel 
very energetic”). Third is Depersonalization (DP) which consists of 5 items 
regarding the development of negative and cynical attitudes toward clients, (e.g “I 
don’t really care what happens to some recipients”). The response scale ranges from 
never (0) to every day (6).  
 
Prior to use in this study, the MBI-HSS had been used in Arabic a number of times. 
Chapter 2 presented information about these uses. This study is the only one to 
present detailed procedures regarding the translation approach used as this is 
considered a fundamental aspect of content validity. 
 
 Standardized survey translation processes 5.6
The Job Satisfaction survey used the following translation process: each question and 
response option was translated from English to Arabic by a professional accredited 
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translator specifically hired for the task. The translated version was back-translated 
by the researcher, and the meaning of each item was compared with the original. 
This process was adopted to ensure that the original meaning of each item and 
response option did not change in the Arabic version. Feedback on the accuracy and 
equivalence of each item translated was also sought from Arabic-English speaking 
PhD candidates at the university by the researcher. The wording provided by the 
professional translation service was retained as being valid and accurate.  
 
The MBI-HSS survey adopted a different method for Arabic translation (See 
Appendix L). The MBI- Human Services version was available for purchase in 
English and enquiries were made of the distributors (Mind Garden) to see if a 
standardized Arabic version was also available.  
 
As the MBI-HSS is a licensed and copyright instrument, permission was sought from 
distributors Mind Garden™ to inspect the Arabic versions they had available for 
purchase through the MBI web-site (mindgarden.com). All Arabic versions they had 
were developed by independent investigators for specific studies with the permission 
of the MBI copy-right holders (Rouba Bakkour, 2003; Zaed Bin Batal, 1996; and 
Abed Assaf, 1986). Mind Garden™ did not recommend any one of the versions it 
had available for purchase on their website — instead it left it up to the investigators 
to choose which one was suitable. None of the versions found through the literature 
search and presented in Chapter 2 (Abdallah 2009; Al-Dubai & Rampal 2010; Al-
Turki 2010; Sabbah et al. 2012b; Selaihem 2013) were included in those archived by 
Mind Garden™. None of those archived by Mind Garden had been published in the 
scholarly literature.  
 
Each of the Mind Garden™ distributed Arabic versions was sent to a paid 
professional translation company to review (Straker Translations™). They were 
given the original English version of the MBI-HSS and asked which Arabic version 
most closely matched the exact wording and meaning of the original. They provided 





The translation company report was received and reviewed by the researcher and 
primary supervisor together with the actual survey versions. It was apparent that 
versions had been developed by investigators for different specific audiences (for 
example, teachers, and physicians); further using feedback from the translation 
company and the researcher’s own bilingual review, it was apparent that some of the 
versions provided by Mind Garden™ used very sophisticated and “old fashioned” 
Arabic words. The translation company had provided advice to improve the 
translation of each item by using simple words that were more contemporary and 
could be easily understood by people with different qualification levels. Minor edits 
were suggested with translations using simple language; these were discussed, 
verified and clarified by the researcher and primary supervisor, and adopted.  
 
Consequently, the translation process resulted in a new contemporary version of the 
MBI-HSS using simple language directly reflecting the meaning of item terms in 
English. The new MBI-HSS-Arabic developed as an Arabic adaptation of the MDI-
HSS by (Hamed-Cusick) was thus used in this study. 
 
 Data analysis 5.7
Response ratings and scoring approaches were not altered in the translated 
instruments. For the job satisfaction survey this meant total score reports and 
individual item descriptions. Descriptive statistics were used to report characteristics 
of the sample in relation to total scores and individual item responses. 
 
For the MBI, this meant reporting the three sub-scales as these are not aggregated 
into a total score because they measure different dimensions of the construct of 
“burnout”. The results of the MBI score are divided to three categories: low, 
moderate and high. The three aspects of burnout were determined by the cut-off 
score levels assumed by Maslach and Jackson (EE: low=0–16, moderate=17–26, 
high=≥27; DP low=0–6, moderate=7–12, high=≥13; and PA: low=39+, 
moderate=32–38, high=0–30 (Maslach et al. 1996a). High burnout results when there 
are higher scores on the EE and DP subscales and low scores on PA. Correlations 




 Results: Job satisfaction 5.8
The job satisfaction survey developed by Hills, Joyce and Humphreys (2012) was 
used to measure the level of job satisfaction. Each of the items is now reported 
followed by the total score.  
 
5.8.1 Freedom  
As can be seen from the Figure 5.1 approximately 41% (n=29) of participants 
reported that they were moderately satisfied regards their freedom to choose work 
methods; nearly 17% (n=12) of participants were very satisfied; 11.3% (n=8) were 




The chart also shows that on satisfaction about the amount of variety at work, a third 
of participants indicated that they were moderately satisfied (33.8%, n=24); 14.10% 
(n=10) of them were very satisfied. Just 18.3% (n=13) of them were dissatisfied 
about the amount of variety in work; and 15.5% (n=11) were moderately dissatisfied 
(4.2%, n=3 were missing). 
 
5.8.3 Physical work conditions:  
The bar chart in Figure 5.1 shows that 32.4% (n=23) of participants indicated that 
they were moderately satisfied with regard to physical work conditions at BRHC; 
and 28.2% (n=20) of them were very satisfied. Just 12.7% (n=9) of participants 
reported that they were very dissatisfied regarding the physical work conditions; and 
9.9% (n=7) were moderately dissatisfied (1.4%, n=1 was missing) (Figure 5.1). 
 
  
5.8.4 Opportunities to use abilities 
The chart shows that the 23% (n=16) of participants were moderately satisfied on the 
amount of opportunity they had to use their abilities and 23% (n=16) of them were 
174 
174 




Nearly 37% (n=26) of participants reported that they were moderately satisfied about 
the amount of responsibility they are given at the Centre; 22.5% (n=16) of them were 
very satisfied. Just 14% (n=10) of them were very dissatisfied. 
 
5.8.6 Relationship with their colleagues and fellow workers 
 Most of the participants said that they were moderately satisfied regarding the 
relationship with their colleagues 43% (n=31) and fellow workers (Figure 5.1) and 
31% (n=22) of them were very satisfied. Just 4% (n=3) of them were very 
dissatisfied. 
5.8.7 Remuneration  
Remuneration can be seen in Figure 5.1. The participants indicated that 31% (n=22) 
of them were moderately satisfied with the remuneration they had obtained from 
work and nearly 6% (n=4) of them were very satisfied. Just 18.3% (n=13) of 
participants were very dissatisfied and 25.4% (n=18) were moderately dissatisfied 
(4.2%, n=3 were missing).  
 
5.8.8 Hours of work 
Approximately 42.3% (n=30) of participants indicated that they were moderately 
satisfied as to the hours of work and 32.4% (n=23) were very satisfied. Just 5.6% 
(n=5) were very dissatisfied regarding the hours of work and 12.7% (n=9) were 
moderately dissatisfied (4.2%, n=3 were missing) (Figure 5.1). 
 
5.8.9 Perceived overall job satisfaction 
As can be seen in Figure 5.1, the participants were asked taking all previous factors 
into consideration, “how do you feel about your work?”. Nearly half the participants 
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were moderately satisfied 38% (n=27) and 31% (n=22) of them were very satisfied. 
Just 12.7% (n=9) of participants were very dissatisfied and 9.9% (n=7) of them were 
moderately dissatisfied (2.8%, n=2 were missing). 
 
  Figure ‎5.1: Work satisfaction  
 
 Factors associated with job satisfaction 5.9
The perceived overall job satisfaction score was correlated with demographic and 
occupation factors. 
 
5.9.1  Gender and job satisfaction  
A t-test was used to measure whether there was any difference between gender and 
the level of job satisfaction but as normal distribution assumptions were not 
supported a Mann-Whitney U test was used to analyse the data. The result indicated 
that there was a difference between job satisfaction for males and females. The male 
participants (Mean Rank=39.24, n=39) experienced more job satisfaction than 























5.9.2 Age and job satisfaction  
The correlation between different age groups and job satisfaction was examined. 
Spearman’s correlation was performed. The results were not significant (r=.048, 
α=.699). 
 
5.9.3 Occupation and job satisfaction 
A Spearman’s correlation was used to evaluate whether occupation was related to job 
satisfaction. The chi-square test was not used as many cells were less than five. The 
results were not significant (r=-.084, α=.49). 
5.9.4 Highest level of education and job satisfaction 
The relationship between the qualification level of participants and the level of job 
satisfaction was examined. Spearman’s correlation was performed. The results were 
not significant (r=.092, α=.457). 
 
5.9.5 Team work and job satisfaction 
The Fisher exact test was used to evaluate whether working as part of team was 
related to job satisfaction. The chi-square test was not statistically significant (χ
2 
=
1.992, α=.77).  
 
5.9.6 Years of work experience and job satisfaction  
The correlation between years of experience of participants and the level of job 
satisfaction was examined. Pearson’s correlation was performed. The results were 
not significant (r= .075, α=.564). 
 
5.9.7 Professional development and job satisfaction  
The relationship between doing any training program during the past 12 months and 
job satisfaction was examined. Pearson’s correlation was performed. The results 




 Results: Burnout  5.10
 
Burnout is presented as three subscale scores. These are not aggregated. Table 5.1 
shows the descriptive data (Means, Medians, and Standard Deviations) of the results 
of each of the three subscales of the MBI. MBI survey respondents numbered 71 (3 
of them were missing).  
 
 Table  5.1: Burnout dimensions results 
 








Emotional Exhaustion 21 (29.6) 19 (26.8) 31 (43.7) 
Depersonalization 27 (38) 9 (12.7) 14 (19.7) 
Personal Accomplishment 32 (45.1) 14 (19.7) 25 (35.2) 
 
5.10.1 Levels of burnout  
Table 5.2 (below) shows the descriptive data (Means, Medians, and Standard 
Deviations) of the results of each of the three subscales of the MBI.  
 
Table  5.2: Burnout subscale scores 
 
 N Missing  Mean Median Minimum Maximum Std. 
Deviation 
Emotional Exhaustion            
(EE) 
71 3 25.0423 24.0000 4.00 54.00 12.42283 
Depersonalization                   
(DP) 

















According to the Maslach ratings presented earlier, this indicates that just under half 
(43.7%) of the sample had high levels of Emotional Exhaustion, 45% had low levels 
of Personal Accomplishment. Depersonalization was low for most of the sample 
(only in 19% of participants (n=14) was it high). According to (Maslach & Jackson 
1986), Emotional Exhaustion is the most significant contributor to the worker’s 
experience of burnout. These findings suggest that 70.5% of participants are thus 
reporting moderate to high levels of burnout. Figure 5.2 summarizes these findings 
























5.10.2  Relationships between burnout dimensions 
Inspection of the skewness, kurtosis and Shapiro-Wilk statistic indicated that the 
assumption of normality was not supported for any factor. To determine if the 
Pearson correlation and ANOVA could still be used, Levene’s Test for homogeneity 
of variances was performed and this found that the homogeneity had not been 
violated. Thus Pearson correlation coefficients and ANOVA were used to test the 
relationship between subscale pairs and between each subscale and job satisfaction.  
 
The Pearson correlation coefficients were calculated for relationship between pairs of 
the three subscales (see Table 5.3). The EE and PA were negatively correlated. This 
suggests that as the level of PA increases, EE decreases. The correlation coefficients 
for the EE and DP subscales were mildly positively correlated. Emotionally 
exhausted workers also experienced Depersonalization. The correlation between DP 
and PA, however, was not significant.  
 
5.10.3 Subscale relationships with job satisfaction 
Job satisfaction and Personal Accomplishment were positively correlated; indicating 
that individuals who experience high rates of PA also experience high job 
satisfaction. This was the only significant subscale relationship with job satisfaction 
Table 5.3. 
 Table ‎5.3: Between scale and job satisfaction relationships 
(Spearman’s correlation) 
**correlation is significant at the 0.01 level 
Variables       JS  EE  DP  PA 
Job satisfaction  - -.219 -.027 .329** 
Emotional Exhaustion (EE) -.219          - .595** -.401** 
Depersonalization (DP) -.027   .595**                     -- - 




For job satisfaction and PA, the ANOVA was statistically significant, indicating that 
levels of PA were associated with levels of job satisfaction F (4, 64)=3.512, α=.01, 
n
2
=0.172. To explore this further a post hoc analysis with Tukey’s HSD (using an α 
of .05) was conducted and this revealed that participants who were not sure about 
their satisfaction (μ=-12.95, SD=4.58) had significantly lower PA than participants 
who were very satisfied (μ=12.96, SD=4.58).  
 
There was no significant difference between the level of employee’s job satisfaction 
and EE F (4, 64) =.913, α=.46. There was no significant difference between the level 
of employee’s job satisfaction and DP F (4, 64) =.197, α=.93. 
 
5.10.4 Demographic and occupation factors associated with burnout  
Demographic and occupational variables were compared with burnout subscales 
using Pearson correlations (see Table 5.4). No significant correlation was found 
between ages, education level, years of experience, teamwork and three dimensions 
of burnout (see Table 5.4). A significant correlation, however, was found between 
three burnout dimensions and gender.  
 
5.10.5 Age and burnout 
An inverse significant relationship was found between age and EE (r=-.235, α=.05) 
using Pearson correlation. Older employees had lower burnout than younger 
employees. No significant correlation was found between age and PA and DP. 
  
5.10.6 Gender and burnout 
Positive significant relations were found between gender and EE (r=.395, α= 0.001) 
and DP (r=.425, α=.000). The Emotional Exhaustion of female participants (Mean 
Rank=45.68, n=31) was significantly higher than that of male participants (Mean 
Rank=28.50, n=40): U=320.000, z=-3.481, p=.001. Moreover, there was a 
significant difference between the two genders regarding their roles (Personal 
Accomplishment): Male participants (Mean Rank=42.74, n=40) had significantly 
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higher PA than female participants (Mean Rank=27.31, n=31): U=350.500, z=-
3.129, p= .002. In addition, the female workers (Mean Rank=45.85, n=31) at BRHC 
had significantly more depersonalization than their male counterparts (Mean 
Rank=28.36, n= 40): U=314.500, z=-3.593, p=.000. 
 
PA and gender exhibited a significant negative relationship (r=-.367, α=.002).   
 
Table 5.4 results do suggest that PA was significantly negatively correlated with 
occupational role (r=-.355, α=.002). Moreover, a Pearson correlation coefficient was 
calculated for the relationship between attending training program or not and three 
dimensions of burnout. A weak negative relationship was found (r=-.292, α=.01) 
between attending training programs/professional development and PA. 
 
5.10.7 Occupation and burnout 
Fisher’s exact test was used to evaluate if there is relationship between the 
occupation roles of participants and burnout. There was no significant relationship 
between three burnout dimensions and different occupational roles of participant χ
2
 
(4.723) α=.317.  
 
5.10.8 Education level and burnout 
There were no significant relationships between subscale scores and education level.  
 
5.10.9 Teamwork and burnout 
A Pearson’s chi-square test for goodness of fit was used to evaluate whether working 
as part of team is related to whether or not participants suffer EE, PA and DP. The 
chi-square test was statistically significantly, χ
2 
(1, n=68) =2.401, p=0.01 with PA 
but it was not significant with EE and DP. Most of the participants working as part of 




 Table  5.4:  Summary of inter-correlations for predictor variables and 
burnout subscales (Pearson correlation) 
**correlation is significant at the 0.01 level (2-tailed) 
 *correlation is significant at the 0.05 level (2-tailed)  
 Predicting burnout 5.11
The relationship between each predictor variable and dependent variables was 
examined using Pearson correlations. The extent to which the independent variables 
are predictive of dependent variables was examined using multiple stepwise 
regressions. The independent factors were age, gender, and highest level of 
education, years of work experience, training, occupation, teamwork and level of job 
satisfaction. The dependent variables were the burnout dimensions: EE, DP and PA. 
 
To prepare the data for the regression the following tests were conducted:- 
- First, the inspection of the normal probability plot of standardized residuals 
as well as the scatterplot of standardized residuals against standardized 
predicted values was done to evaluate if assumptions of normality, linearity 
and homoscedasticity of residuals were acceptable.  
- Second, Mahalanobis distance did not exceed the critical χ2 for df =2 (at 
α=.001) of EE=1.324, DP=7.959 and PA=10.386 for any cases in the data.  
- Third, relatively high tolerances for all predictors in the regression model 
indicted that the multi-Collinearity would not interfere with the ability to 
interpret the outcomes. 
 
Multiple stepwise regressions were thus conducted without any alteration to the data. 





















characteristics, initially worker characteristics. In this study, separate stepwise 
regression analyses were calculated to determine which demographic and work 
variables accounted for variance on each of the three-burnout dimensions (EE, DP 
and PA).  
 
5.11.1 Predicting emotional exhaustion 
A stepwise regression was performed to determine which potential predictor 
variables (age, gender, highest level of education, years of work experience, training, 
occupation, teamwork and level of job satisfaction) accounted for the greatest 
variance in EE. One significant predictor item emerged (see Table 5.5). 
 
Table 5.5 shows only the variable gender proved to be a significant predictor for 
Emotional Exhaustion F (1, 59)=13.063, p=.001. It accounted for 18.1% of the 




.181. The correlation was positive direction 
(R=.426, p=.001). This meant being female was predictive of higher EE. 
 
The efficacy coefficients of the variables showed that the variable “gender” was 
capable of explaining a significant proportion of unique variance in EE (Gender with 
EE) (B=10.865, t=3.614, p=.001). Age, highest level of education, years of work 
experience, training, occupation, teamwork and level of job satisfaction were found 
not significantly contribute to the explanation of variability in EE. 
 
Table  5.5: Emotional Exhaustion Models 
 


















13.06 .001 .426 .181 .167 11.61087 
 
5.11.2 Predicting depersonalization 
Multiple stepwise regressions were used with the same set of predictors for the DP. 
The result shows that three significant predictors emerged (see Table 5.6). 
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Table 5.6 shows the three predictors significant for DP were: high qualification level, 
years of experience and gender F (1, 59)=16.976, p=.000, or 22.3% of the variance 
in Depersonalization (R
2
=.223). The correlation was in a positive direction (R=.473, 
p= .000). This means that being male, with higher qualification and more years of 
experience were predictive of higher DP. 
 
The efficacy coefficients of the variables showed that the variables Highest 
Qualification (B=-3.679, t=-2.246, p=.02), Years of Experience (B=-.197, t=-2.195,  
p= .03) and Gender (B=6.957, t=4.245, p=.000) were capable of explaining 
significant proportions of unique variance in DP. Age, training, occupation role, 
teamwork and level of job satisfaction were not found to significantly increase the 
predictions of DP.  
 
No alternative model was proposed. 
 
 
 Table  5.6: The stepwise regression between depersonalization and 
predictor variables 

























































5.11.3 Predicting personal accomplishment  
Stepwise regression was performed to determine which variables accounted for the 
greatest variance in PA. 
  
Stepwise regression analysis for PA showed that 34% of variance is accounted for by 
a 3 factor model. The value of the multiple regression coefficients (Table 5.6) 
increased with every added predictor. Contributing to the total value of 0.58 (F (3, 
57)=8.637, p=.000). 
 
The model was built as follows:  
The factors are gender, age and job satisfaction to build the model; Table 5.6 shows 
that gender was significant in accounting for PA F (1, 52)=9.746, p=.003 and could 
account for 15.8% of the variance in PA (R
2
=.158). The correlation was positive 
direction (R=.397, p=.003).  
 
The following factors were in this model:  
Table 5.6 shows the Age factor was significant in accounting for PA, F (2, 
51)=10.178, p=.000 and could account for 28.5% of the variance in PA (R
2
= .285). 
The correlation was positive direction (R=.534, p=.000).  
 
The following factors were in this model:  
Table 5.6 shows the job satisfaction factor was significant in accounting for PA F (3, 
50) =8.797, p= .000 and could account for 34.5% of the variance in PA (R
2
=. 345). 
The correlation was positive direction (R= .588, p= .000). 
  
The following factors were in this model:  
The efficacy coefficients of the variables were gender, age and job satisfaction with 
PA. Gender with PA (B=-7.727, t=-3.495, p=.001); Age with PA (B=-.353, t=-
2.450, p=.017); and job satisfaction with PA (B=1.826, t=2.291, p=0.026) indicated 
that these variables are capable of explaining a significant proportion of unique 
variance in PA. Highest level of education, years of work experience, training, 
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occupation, and teamwork did not contribute significantly to the explanation of the 
PA. 
 
 Table  5.7: The stepwise regression between personal accomplishment 
and predictor variables 
 

































8.797 .000 .588 .345 .306 7.46495 
  
 
 Psychometric properties of the of the MBI-HSS-Arabic (adapted 5.12
by Hamed-Cusick) 
5.12.1 Internal consistency 
MBI-HSS-Arabic (adapted Hamed-Cusick) was investigated for internal consistency. 
The coefficient of reliability (Cronbach’s alpha) for each subscale was analysed to 
determine how well the items in each subscale measured the latent construct. 
Cronbach’s alpha coefficient for three MBI dimensions was: 
- EE (alpha=0.809),  
- DP (alpha=0.76) and  
- PA (alpha=0.774).  
 
These findings are consistent with the levels found by test authors, Maslach and 
Jackson (1981) in the original. They found an internal consistency coefficient score 
of EE alpha=.89, DP alpha=.77 and PA alpha=0.74.  
 
Other researchers using Arabic translations of the MBI have either not tested internal 
consistency (Al-Turki 2010; Selaihem 2013)  or they have found similar levels, for 
example (Sabbah et al. 2012b) found their translation had a Cronbach’s Alpha that 
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was always greater than 0.70 across each scale (EE=0.80, DP=0.73, PA=0.77). 
(Abdallah 2009) found internal consistency of (EE=.79; DP=.70; and PA=.82). Al-
Dubai and Rampal (2010) in their translation found Cronbach’s Alpha was 
(EE=0.88, DP=0.78, PA=0.89). The fact that DP in all studies, including the present 
one, has lower Cronbach Alpha scores than either EE or PA is noteworthy. Worley 
(2008) suggested that lower DP scores reduce reliability estimates in other scales. 
Further work exploring internal consistency reliability is required with larger 
samples.  
 
5.12.2 Content validity 
The translation process used in this study provides some confidence with regard to 
the content validity of items and thus the subscales. No other study has provided the 
level of detailed explanation with regard to translation processes, cross checking, and 
peer feedback.  
 
 Synopsis  5.13
This chapter presents the findings of the survey investigating job satisfaction and 
worker burnout. Both job satisfaction and burnout have been proposed to be 
associated with quality of care in human services and in disability services in 
particular. This chapter explored patterns of job satisfaction and burnout and factors 
associated with them. The content validity and internal consistency of the MBI-HSS-
Arabic (adapted by Hamed/Cusick) was explored. The next chapter will discuss 
results in in detail in the context of the literature and make recommendations for 











 Introduction  6.1
Libyan people were victims of armed conflict in 2011 and many of them were 
injured. The number of disabled people grew significantly as a result of the 
revolution and the needs of persons with disabilities increased during and after the 
conflict. Rehabilitation services are very much in demand with support needed from 
the new government to address disabled people’s needs during conflict and post 
conflict. Rehabilitation services at BRHC have been facing serious challenges caused 
by the consequences of the revolution and post-revolutionary unrest. The aims and 
objectives of this study, presented in Chapter 1, were therefore designed to explore 
the significant issue of disability and rehabilitation services available in post-
revolutionary Benghazi, Libya. This study used the perspectives of health 
professionals in a case study of the Benghazi Rehabilitation and Handicap Centre. 
This chapter will discuss the findings of the study in detail and relate them to the 
research objectives and the literature. This chapter will also present 
recommendations for practice, policy and future research that emerge the findings of 
the study. 
 
 Key findings of the study series 6.2
Earlier chapters have reported detailed findings of the study. This study investigated 
an area that has not been researched before. The main goal of this study was to 
explore the attributes of rehabilitation services in the main city in eastern Libya 
particularly concentrating on the experience and perspectives of the workforce. In 
Benghazi, the BRHC is the only specialized disability service available in eastern 
Libya. BRHC is a well-designed facility where all available beds are utilized. The 
Centre has inpatient services for males but there are no female inpatients facilities 
because these have been closed before the revolution for maintenance, but this was 
halted due to the revolution. Therefore, the facility remains unavailable to women in-




This is the first research study to investigate and describe the BRHC. Indeed it is the 
only investigation using research methodologies to describe any disability service in 
Libya at any point in time. This study is divided into three main sections: the field 
study and literature review describing the facility and services, and national and post-
conflict context; the survey of worker characteristics; and finally the surveys of job 
satisfaction and burnout, and their association with demographic and occupational 
characteristics.  
 
The main findings of this study relate to the contribution the study makes to 
describing physical rehabilitation services in Libya using independent research 
methodologies. The literature review and document audit revealed that no study had 
been conducted on disability or rehabilitation services at the national, district, or 
local level at any time. The study identified strengths and areas for reform in 
disability services at the Centre. The findings of this study will contribute an 
important local perspective to health systems planning in post-revolutionary Libya as 
well as research-based information on regional perspectives on disability and 
rehabilitation services. 
 
 Findings in detail 6.3
The next section will discuss in details the study’s results in the context of the 
literature to understand rehabilitation services provided for disabled people, worker 
characteristics and worker wellbeing. 
 
6.3.1 Information systems: 
The study identified strengths and weaknesses in the information management 
system. Department-specific efforts were being made to keep clinical records and 
there was an awareness of the need for record keeping and the need for a system 
across the Centre and at senior levels. Lack of health information systems is a nation-
wide problem that had been identified by the previous government, the WHO, 
international aid agencies and international researchers. The study contributed new 
knowledge describing what the lack of information management systems “looked 
like” on the ground. The reliance on paper-based department specific records was 
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apparent. The lack of patient registration, admission and centre-wide service records 
was identified as a problem. Further, the study identified that staff training in 
computer skills was relatively recent, interrupted by the revolution, and it had been 
given only to a minority of staff. This could make the introduction of electronic 
records a challenge, particularly if infrastructure problems such as loss of power are 
considered.  
 
6.3.2 Workforce capacity:  
The study identified that there were strengths and weaknesses in the human resources 
at the Centre. A key strength was the high numbers of Libyan citizens who were 
employed, and thus the high retention level of clinical and administrative staff, even 
though the revolution when expatriate staff had left. Further, all the clinical staff held 
relevant qualifications, some with post-graduate qualifications, although in some 
cases the length of training was shorter and level of award was lower than developed 
countries. Another strength was the high level of specialized expertise in workers at 
the Centre, particularly in relation to orthopedic rehabilitation, and the fact a visiting 
doctor was available even though there were no doctors employed. There were also 
challenges in human resources for health. There had been no staff development apart 
from computer training since clinician’s professional entry qualification — this is 
problematic in a field where practice knowledge is changing rapidly, and more 
effective and efficient techniques for rehabilitation have been discovered. Further 
there was no apparent competency certification or performance appraisal in place. It 
was also identified that disability centre staff were reportedly paid less than hospital 
clinical staff, leading to retention problems.  
 
6.3.3 Patient work-flow management: 
The study described organizational services and processes that had been sustained 
for a long time at the Centre. To an extent these had supported the work of the Centre 
and so should be changed through a process of evolution so that existing capacity is 
built on rather than swept aside. There were, however, areas where there could be 
reform. These had also previously been identified by senior BRHC management. The 
patient flow-through processes were a major issue. There was no centre-wide patient 
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admission-treatment-discharge workflow and this needs to be developed with 
associated policy, procedure, documentation (forms) and training for 
implementation. This made the planning for workforce recruitment, retention and 
allocation on a day-by-day basis difficult — some areas may be busy and have not 
enough staff while other areas are not and have staff that are not as busy — but there 
is no mechanism to allocate or shift staff around. There is also no information base to 
help service planning to see how services across the Centre in different departments 
could connect and complement each other.  
 
6.3.4 Discharge options and bed block: 
One of the biggest problems in the patient work-flow was the lack of viable 
discharge options for patients. This led to long term inpatient care and resulting “bed 
block”. Limited staff awareness of community-based rehabilitation options, the lack 
of a community-center interface service to facilitate discharge, and the lack of a 
national history of community-based disability support makes this a complex 
challenge.  
 
6.3.5 Patient admission criteria for outpatients:  
Another problem that impeded disability service provision was the use of the Centre 
for general health services — a consequence of the limited availability of community 
or alternative primary care in the city, suburbs or region.  
 
6.3.6 Quality assurance and credentialing:  
Finally, there is a nation-wide lack of certification, accreditation, quality assurance 
and quality improvement policies and programs in any health field. As part of service 
reform, introduction of professional development, staff supervision and monitoring, 
performance appraisal, position descriptions, promotion opportunities and strategies 
for succession planning could be introduced with parallel quality assurance 
initiatives. Again the strengths of the Centre can be leveraged for this purpose — it 





 Health and rehabilitation services 6.4
In post-conflict settings, the deterioration in health care systems places the lives of 
people in these zones at increased risk. The infrastructure damage caused by the 
2011 Revolution combined with the increased demand for services related to war-
related injuries has fueled a crisis in a health sector already in need of essential 
medicines and other medical supplies (Amereller 2012). Strengthening human 
resources by implementing training programs designed to enable health and related 
personnel to meet the special needs of those in post-conflict zones is one approach to 
improve such a situation (Balalian, Simonyan, Hekimian & Crape 2014). Libya has 
the same needs related to rehabilitation services after the conflict. There is a need to 
reorganize health services to shift from a focus on immediate acute emergency care 
to routine medical services and the longer-term care and rehabilitation of people with 
chronic conditions and disabilities. Libya could use this strategy to develop the 
rehabilitation services through developing the health workers’ performance and 
improve their awareness. In addition, sustainable practice that suits their context 
needs to be applied.  
 
Libya has the same situation as many other countries — this case study of one Centre 
has shown that workforce needs and priorities in a post conflict situation in Libya are 
similar to those in other post conflict countries. This case study, although finding 
similar issues and priorities, is able to make specific recommendations about Libyan 
services, while drawing on the experiences of other countries. To make specific 
recommendations this section now provides an overview of the health care services 
in Libya.  
 
However, although Libya has the same issues, there has been little data collected and 
recorded and no strategies designed to support change. In this case study of one 
centre, one of the major problems observed was the poor distribution of service load 
between different roles and overstaffing in some areas and shortage in other areas. 




Healthcare in Libya has been provided to all citizens under a government program 
which provided preventive, curative and rehabilitative services to all citizens free of 
charge through primary health care units, health centres and district hospitals (World 
Health Organization 2007).   
  
6.4.1 Role of international agencies in disability and rehabilitation 
services in Libya 
As a consequence of the heavy and violent fighting in Libya in 2011 and continuing 
outbursts in 2012, the already weak health system is overburdened and health care 
and assistance continues to be supported by international organizations (European 
Commission 2011). The immediate and long-term rehabilitation needs are 
overwhelming. It is apparent that Libya and other post conflict countries have been 
provided for in the acute rehabilitation phase of war wounded, but afterwards these 
patients need to return home and it is not clear what rehabilitation services will be 
available for them. The study site provides services for patients with physical 
disabilities and offers psychol-social services for them. However, this study focuses 
on physical disability services with particular attention to services for patients with 
amputation injuries. Amputation services at BRHC have had previous international 
investment in 2001 and 2005 so as to be able to better serve the large number of 
people injured through land mine explosions during or as a result of residual land 
mine fields from previous conflicts (European Commission 2011; International Trust 
Fund 2011) . In 2011, the ICRC provided assistance to the Center to produce 
prostheses & orthoses. The aim of such international assistance was to help provide 
rehabilitation services for people with disabilities in the region, to ensure access 
health services for all disabled people, and especially the war injured at BRHC 
(International Committee of the Red Cross 2013). Further, in 2012 the ICRC signed 
an agreement with the University of Tripoli to establish a training program in 
prosthetics and orthotics at the University. The International Medical Corp 
established vocational computer training units to provide disabled people with 
opportunities to learn computer skills in Jadu (International Medical Corps 2012) 
while other agencies concentrated on reducing the risk of explosive remnants of war 
and light weapons (Handicap International 2014). In addition, Handicap International 
worked with war wounded and other disabled Libyans in rehabilitation centres across 
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the country and with the government of Libya to build effective and equitable health 
and social service sectors (Handicap International 2012). However, while 
international agencies provide immediate interventions to secure injured people and 
support disabled people, there are limitations. International post conflict-support has 
a positive impact on health services, but there are also consequences that can be 
negative and it depends on the type of assistance and the manner in which that 
assistance is provided (Rockhold 2010; Turmusani 2001) — international agencies 
rarely participate in long term rehabilitation and development planning (Rockhold & 
McDonald 2009; World Health Organization 2011c). It has also been noted that 
when they withdraw, because the services may be stand-alone and not integrated 
with local personnel, domestic capacity has not been grown to the greatest extent 
possible. And yet if such agencies remain stay after the conclusion of the conflict 
then it can, in some instances, further hamper the development of national domestic 
capacity by being relied upon by governments to continue rather than such 
governments fund further development when there are so many demands on their 
funds at the end of a conflict. 
 
6.4.2 Use of overseas disability and rehabilitation services 
Many people were sent overseas for medical stabilization and rehabilitation services. 
According to the Libyan Health minister (Nureddin Dughman), Libya spent more 
than LD2.2 billion (equivalent to  1.5 billion $ US Dollar)  to treat the war wounded 
and provide health care for Libyans abroad, with that figure expected to be about 
LD1 billion (equivalent to722369390.00$ US Dollar) for 2013 alone (Zaptia 2013). 
While developed countries provided for the acute rehabilitation of war wounded, 
patients need to return home. These patients are now slowly returning to Libya and 
will be requiring follow-up maintenance services from institutions such as the 
BRHC. Redevelopment of health care after conflict requires urgent prioritization to 
save lives and tend to those who need emergency medical care.  
 
Most disabled people in Libya reportedly prefer to go overseas for treatment pre the 
revolution because they have concerns about the level of services provided in Libya 
(Ali et al. 2014; Elarabi & Johari 2014). After the revolution, government policy was 
to send the war injured overseas for treatment and rehabilitation which is misuse 
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huge of money that Libya need to rebuild its health system after a long period of 
conflict (Hamroush 2012; Health Information Center Department 2012). The BRHC 
did not receive many injured people as most of them went overseas. The results 
found the service was disorganized because services are provided at BRHC not just 
for disabled patients but for the public in general, and this causes many disabled 
people to wait a long time to receive the services they require. In addition, more than 
half of the participant workers indicated that no change occurred in service before or 
after revolution because traumatically injured people were flown overseas for 
treatment. The question remains regarding what will happen in their follow up 
rehabilitation when they return home, with long waiting times for BRHC services 
and no community based rehabilitation. Following conflict, rehabilitation services 
needs to be reactivated immediately, including facility-based and community-level 
services (World Health Organization 2009b).   
 
6.4.3 Community based or home rehabilitation and disability support 
services 
Community based rehabilitation (CBR) has been a much neglected part of 
rehabilitation. This section presents information on CBR in Libya and also the 
understanding that the participants of the study have of CBR knowledge. The 
international agencies have been useful in the recovery and reconstruction stage; 
however, Libya needs to work with international agencies and rebuild its material 
and technical resources. Lack of community based rehabilitation is not surprising as 
the already weak health system is overburdened and the immediate and long-term 
rehabilitation needs are overpowering. CBR has been adopted in many different post 
conflict areas and suggested by different studies as CBR facilitates the integration of 
war injured into the economic and social life of their communities, and protects the 
rights of disabled people (Hassin 2010; Olaogun et al. 2009; Peat & Jalovcic 2009). 
There was little primary health care and local private care available in Libya and this 
is the reason for bed block and lack of community based rehabilitation (CBR).  
This study found that the BRHC did not offer CBR and was not connected to CBR 
services. CBR is lacking in Benghazi, with resulting problems in discharge 
destination for existing long term patients at the BRHC. Community Based 
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Rehabilitation in post-revolutionary Libya could ensure appropriate follow-up and 
rehabilitation for people with disabilities and could play a vital role in identification 
of problems and referral to specialized services (World Health Organization 2009a). 
For example, in Bosnia and Herzegovina CBR was used as a strategy during the 
conflict to address the needs of disabled people and to offer access to services 
immediately (Peat & Jalovcic 2009). For this reason, the implementation 
requirements of international guidelines of community based rehabilitation place 
heavy demands on rehabilitation professionals who work with persons with 
disabilities. Therefore, these guidelines require multidisciplinary teams who work 
across health related sectors —  including social welfare for employment and 
empowerment — to address the major elements including health, education, 
livelihood and social development (Mannan & MacLachlan 2010).  
 
 The survey results revealed that 48% of the health care professional answered they 
had no idea whether or not there are any community based rehabilitation or home 
services provided for disabled people at the community level. 40% of respondents 
indicated that there were no community based or home services provided for people 
with disability. The lack of CBR in Benghazi is problematic. Community based 
rehabilitation plays a vital role in providing a variety of supports to meet physical, 
psychological, social and economic needs of people with disabilities, assisting their 
integration into community (Rockhold & McDonald 2009). The lack of care in the 
community or disruption of community support systems and limited access to health 
services care have a devastating effect on people. This occurred, for example, in 
regard to those with disabilities in Iraq after their war ended (Hassin 2010). CBR was 
recommended by most participants and by international organizations, as mentioned 
in Chapter 2. 
 
The World Health Organization website was searched and there is very little other 
information available about Long Term Care in Libya or about Rehabilitation 
Services. An open ended web search using the term Libya, disability and 
rehabilitation did reveal some information about rehabilitation or disability 
approaches or services in post-revolutionary Libya. Most of these services, however, 
were provided through international agencies and the information is found in the 
reports of the relevant agencies such as the World Health Organization, Red Cross, 
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International Medical Corp, International Handicap Agency. Further evidence in the 
form of advertisements posted online for rehabilitation professionals for Libya was 
also detected. According to the United Nations Convention on the Rights of Persons 
with Disabilities (CRPD), there has been a failure to recognize the needs of disabled 
people (Rockhold & McDonald 2009). Libya is a signatory to the United Nation 
Convention on the Rights of Persons with Disabilities but has failed to ratify it. In 
this study one question related to the knowledge of the participants about the 
Convention. 
 
6.4.4 UN Convention on Rights of Persons with Disabilities 
The Convention on the Rights of Persons with Disabilities and its associated 
Optional Protocol (CRPD Optional Protocol) was adopted by the General Assembly 
(GA) of the United Nations (UN), on 13 December 2006 (Hendricks 2007). The 
Convention entered into force in May 2008. As at 14 March 2016, 160 countries had 
signed the CRPD and there were 163 parties to the Convention; 92 countries had 
signed the Optional Protocol and there were 88 parties to the Protocol  (United 
Nations 2015; Walker 2013). Libya signed the convention on 1 May 2008 but has 
not yet signed the Protocol (United Nations 2015), nor ratified the Convention. The 
significance of the CRPD is widely recognized and it has been hailed as a great 
milestone after a long struggle to reframe the needs and concerns of persons with 
disabilities (Kayess & French 2008) in terms of their rights as human beings. The 
Convention aims to help people with disabilities to enjoy their human rights and 
confirms the need to prohibit discrimination against those with disabilities (Walker 
2013). 
 
The countries who are parties to this Convention are expected to comply to promote, 
protect and ensure the human rights and freedoms of people with disabilities. In 
addition, such countries have to implement the CRPD rights in term of 
communications, language, discrimination, reasonable accommodation and universal 
design (Kayess & French 2008). Moreover, the implementation of CRPD is done 
through two levels: at a national level through the establishment of a focal point or 
coordinator to facilitate the implementation measures, and at the international level, a 
special body (the Committee on the Rights of Persons with Disabilties) was 
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established that monitors the implementation of the Convention by each party (with 
such parties required to submit regular reports to the international body). The 
Committee also receives complaints about violation of CPDR (Kayess & French 
2008). However, the countries which signed on the Convention are obliged to raise 
awareness about people with disabilities and to promote their capabilities and 
contributions, in addition to raising respect for their rights and prohibiting the 
stereotypes and harmful practices that hinder their full exercise of their rights. This 
can involve countries running public education campaigns (Walker 2013) as well as 
implementing appropriate legislation. 
 
In this study the results showed that nearly half of the participants in BRHC 
indicated that they had no idea that the United Nations had created the Convention on 
the Rights of Persons with Disabilities and most reported that they did not know 
whether or not Libya had agreed to this Convention. The lack of awareness by 
workers in the sector demonstrates the importance of the recent signing of the 
protocol in 2015. This should provide a framework for development of strategies to 
raise awareness.  
 
The Convention on the Rights of Persons with Disabilities, which seeks to promote, 
protect and ensure full and equal enjoyment of all human rights and fundamental 
freedoms, requires members to take effective measures to ensure that people with 
disabilities have access to rehabilitation services (International Committee of the Red 
Cross 2013)  
 
However, it was clear that there was not much awareness about the UN Convention 
and its content. Apart from this, the Convention on the Rights of Persons with 
Disabilities ensures the full and equal enjoyment of all human rights and 
fundamental freedoms by disabled people and promotes respect for their inherent 
dignity (Tomlinson et al. 2009). For example, the Canadian government commenced 
review to make sure that their laws and policies were a consistent with the 
Convention. The disability office holds public consultation with stakeholders and 
organizations representing people with disability to obtain their views for the 
implementation process. Moreover, they created a public online consulting websites 
and they published the result of the consultation. All visitors on the website 
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emphasized the need for an implementation plan and adequate resources to 
implement the plan. They also stressed the need to raise awareness about the 
intervention (Walker 2013). Libya could consider the Canadian experiment if they 
signed on the CRPD Protocol, particularly when they developed any strategies and 
policies about people with disability as this provides direction on steps Libya must 
take to ensure that people with disabilities share the same rights as other people in 
community. 
 Health/ Disability administration and management services 6.5
Service management systems needed to be enhanced. BRHC has no clear referral 
system (Benghazi Rehabilitation and Handicap Centre 2011). The referral system is 
disorganized and needs improvement. People who need basic health care can go 
directly to the secondary or tertiary hospitals without referral from lower levels 
leading to overburden on referral level facilities in Libya (UKAid Department of 
International Development 2011). The next section will present some issues and 
challenges that faced the Benghazi rehabilitation Centre.  
6.5.1 Bed block 
A report by Benghazi Rehabilitation and Handicap Centre (2011)  suggests that there 
is an issue in relation to long stays of patients at the Centre. In some cases, patients 
have exhausted various rehabilitation programs several years ago. Hospital length of 
stay (LoS) of in-patients has been employed as a proxy for measuring the 
consumption of hospital resources (Millard 1994). However, those patients continue 
to in stay in the Centre because of their social circumstances or inadequate support in 
their homes and in their community. There are no community services for them so it 
is difficult to discharge them. Consequently, these patients take up beds, affecting the 
Centre’s role which is to provide accommodation and rehabilitation services. These 
long-stay patients cause bed block. The Centre provides defacto ‘nursing home’ 
accommodation for them. There is also no place other than BRHC for other disabled 
patients in the community and so a long waiting list has developed for new 
rehabilitation patients who would benefit from the services offered by the facility.  
 
Libya has 37 hospital beds per 10,000 people, which is very high by international 
standards (World Health Organization 2007). This figure relates to beds for acute 
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occupancy care; it does not show how many of beds are reserved for long-term care 
and it does not imply that the beds are available for those who have long-term needs. 
All the data from the study shows that BRHC has a major bed block issue. 
 
6.5.2 Lack of processes to monitor patient flow 
Marshall et al. (2005) suggest that the measurement of patient flow is a useful 
method of assessing the system activity in any health care facility. An accurate 
model of patient flow would enable health care managers to forecast future ward 
activity which would be very useful in predicting demands for hospital resources 
such as the required bed numbers, the case mix for each ward, the various staffing 
levels, skills needed and so forth. However, hospital management will be constrained 
by economic and financial factors, and also would take into account the fluctuations 
in demand due to changes in policy, population growth or decline, and other factors 
that affect demand for beds (Marshall et al. 2005). As noted earlier, during the 
writer’s observation at the study site, it became evident that some patients have 
stayed more than 20 years at the Centre. A decrease in the number of long staying 
patients can contribute to an increase in the number of beds available to new patients. 
To overcome the problem of bed block, it is necessary to adopt a discharge policy. A 
new strategy needs to develop within the inpatient department. However, BRHC 
management has classified the reasons for long overstay as: a lack of functioning 
equipment, shortage of funds, and security. 
  
6.5.3 Functioning of equipment 
Martínez and Martineau (1998) argue that high quality of health services does not 
depend only on the location, and skills and motivation of health services staff but 
also on the infrastructure and materials required to perform specific tasks. Thus, the 
availability of different resources is interdependent as the parts of the single health 
services delivery system need to work together. However, making changes or 
maintaining subsequent high level of performance cannot be achieved in any health 
service provider or organization without good health resource management (Martínez 




A good strategy to improve a poor work environment is by providing good supplies 
and services, and creates financial and nonfinancial incentives to maintain and 
motivate health workers (Chen et al. 2004).   
 
6.5.4  Rehabilitation services for women 
 
The study found that there were no inpatient facilities for women with disabilities. 
Women are a disadvantaged group in society, especially in the third world (Puentes-
Markides 1992). Inadequate access to health services is an expression of inequity that 
is unfair and avoidable. Jans and Stoddard (1999) reported that women are more 
likely than men to experience activity limitation and twice as likely to develop 
arthritis (the second leading cause of physical disability in women). There are many 
health conditions that may limit the ability of women to be physically active and 
perform the normal activities of life. Moreover, functional limitation is significantly 
related to physical disabilities and can negatively affect every aspect of a woman’s 
life and increase her stress (Hughes, Taylor, Robinson-Whelen & Nosek 2005). Shin 
and Moon (2008) found that in their study about the difference in quality of care 
provided to women with and without disabilities, women with disabilities were more 
likely to experience lower access to care (Shin & Moon 2008). Many women with 
disabilities are prevented access to health care by many attitudinal, informational, 
environmental and geographic barriers (Piotrowski & Snell 2007). 
 
Little negotiation has taken place between the women in a particular community and 
the decision makers. Therefore, the needs of women are observed as almost 
completely linked to their reproductive roles or their needs are defined in male terms 
without integrating their own experiences of health and disease, so that the health 
system is unable to respond in a culturally appropriate and gender sensitive manner 
and women are unable to voice their needs to influence policy making (Puentes-
Markides 1992). However, this study found that women cannot access rehabilitation 
services as there are barriers preventing them from accessing to health care and the 
management need to find the solutions to this issue because the priority is to find a 
manner in which to provide services for women with disabilities as there is no 
community based rehabilitation or home services at the Benghazi. BRHC 
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management need to provide the services as there are no other alternatives open to 
these women. 
 
6.5.5  Funds allocation 
In Libya, Most severely injured people were flown overseas for medical treatment 
and acute rehabilitation. The government spent more than LD1 billion treating 
patients overseas which affected the health services in Libya because this money was 
not available for local services. However, sending patients overseas for treatment 
may “buy some time” but those patients need to come home to ongoing rehabilitation 
services when they return to Libya. Therefore, proactive plans and policies are 
required from the new government to solve these issues (Zeiton 2012). 
 
There are many other issues that BRHC management mention. Findings indicated 
that the funds allocated for the administration — and especially those related to 
medicine, equipment and operational materials for prostheses — are inadequate. In 
this case, they have not enough money to buy new equipment or provide training 
courses for employees or deal with any other requirements. Underfunding is an issue 
in post-conflict zones for any health systems that need to consider, for example, a 
great lack in educational materials, modern equipment and supplies, and health 
professional networks. Moreover, inadequate health care support systems, outdated 
protocols, the presence of informal payments and low morale among health 
professionals are also common in post-conflict zones. Balalian et al. (2014)      
suggest that Continued Medical Education (CME) is a cost effective way to improve 
health services in post conflict zone. A lack of practical application of physicians’ 
acquired knowledge and skills from CME combines with a lack of medical 
equipment, supplies, and facilities in post-conflict zone which cause a high turnover 
rate that deprives health facilities of accumulated acquired skills and knowledge. 
Ferrinho et al. (2012) suggest that a realistic, efficient and rapid approach to improve 
access to qualified services is a task-shifting, an approach which incurs much lower 
costs than training more physicians and nurses. 
 
On the other hand, BRHC has another issue which is a lack of logistical support 
services such as lack of transportation, especially ambulances and transport for the 
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disabled and the transport of goods. All ambulances were used during the war for 
transport for those who suffered injuries during the war, and many were damaged 
during the conflict. There were no replacements. This is a problem.   
 
6.5.6 Safety and security  
Libya has suffered from a situation of unrest as there is a limited police force or 
military, this makes it difficult to protect disabled patients, health workers and the 
Centre. The study revealed that the BRHC had been in difficult circumstances and 
continued its work during and after the revolution, retaining sufficient health 
professionals to maintain a physical rehabilitation program that included amputee 
care. The Centre had also retained and extended health care services to the general 
public. This continued care was in spite of expatriate medical and nursing staff 
leaving before and during the revolution.  
  
Apart from the workforce expertise and stability, from 2011 the Centre has benefited 
from its location which protected it from the worst ravages of fighting during the 
revolution. The BRHC area and buildings were protected and this meant personnel 
could move freely within the compound. A continuity of services was able to be 
provided at the Centre due to it maintaining essential staff and infrastructure in a safe 
location. The location also enabled supply lines to be maintained longer than 
outlying areas, and this meant people in need could access the Centre with private 
transport. This was not without risks but was possible.  
 
Continued violent conflict is a major security related risk and one of the most serious 
risks facing the Centre and all of Benghazi’s health system and health workers. 
Recent internal conflict and a deteriorating security situation have weakened efforts 
to rebuild capacity (Landinfo Norway  Office  Netherlands and Language Analysis 
of the Ministry of Security and Justice Netherlands 2014 ; UNHCR 2015). This is 
particularly concerning for people with disabilities who have been identified to be 




6.5.7 Information management system 
Sound information about rehabilitation needs in Libya is not available for the pre and 
post-revolutionary period. Data management and record keeping were not developed 
throughout the Centre, so it was not possible to collect data about what affects its 
performance. The lack of consistent and institution wide records caused difficulties 
in estimating the number and type of disabilities and conditions being seen in 
inpatient and outpatients. Manual files are used and these tend to be locally located 
in the Centre’s various departments and not centrally linked. Data management can 
be used to determine the priority of needs and used in planning for decisions. There 
is a need to develop information management systems in the health service sector in 
Libya. The management information system is a key factor in facilitating the 
strategic planning to attain sound decision-making (Bogabo, Al Musadieq & 
Handayani 2014). However, Libya lacks any national policies or guidelines on data 
collection (Oakley et al. 2013). To enable planning and decision making, it is 
important to ensure that departments are linked and data is available online. It is 
essential to manage patient data so that it is easy to access by all medical service 
practitioners and providers and the loss of information prevented. However, there is a 
lack of staff with the necessary training and expertise in statistics, including 
epidemiology, and public health and informatics. This shortage is particularly 
noticeable in developing countries (World Health Organisation 2011e), including 
Libya. 
 
The national health services organization in Libya has no clear information system 
and lacks staff with the appropriate skills in information and communication 
technology. In addition, legislation for underpinning any Health Information 
Management System (HIMS) does not exist, particularly in relation to data 
protection and disclosure (Bogabo et al. 2014). The World Health Organization’s 
Second Global Survey on eHealth stated that paper based records are still relied upon 
by 90% of responding countries at the facility level. Less than a third reported using 
digital records. Moreover, of 25 developing countries, only eight reported that 10% 
or more of districts had health information staff with at least two years of specialized 




Approximately 53% of respondents in the current study reported that there was no 
information management system; they also indicated that the patient record did not 
link between different departments. There is a need for better data management 
design and ensuring that different sources of data are able to communicate with each 
other across the BRHC. One approach to organizing data is by using the ICF as a 
universal framework for disability data collection related to policy goals of 
participation, inclusion, and health (World Health Organisation 2011e). According to 
the Health Metrics Network (HMN) framework developed for health information 
systems of developing countries, a health information system should be evaluated 
according to six components. These are resources, indicators, data sources, data 
management, information products, dissemination and use. HMN developed the 
following criteria to assess the quality of information products. For data collection 
quality, the relevant criteria are “periodicity of measurement, consistency of data, 
representativeness of data, disaggregation of data, data estimation methods and 
timelines of reporting” (Health Metrics Network 2007).  
 
The Second Global Survey on eHealth found that many countries have selected one 
or more international standard for data management and exchange. Among these are 
metadata standards such as Dublin Core Metadata Initiative (DMCI), Statistical Data 
and Metadata exchange (SDMX) for standardized data transfer nationally and 
internationally, and the Data Documentation Initiative (DDI) for document 
conceptualization and handling. In order to maximize accurate communication, other 
standards to be adopted are those for health messaging. These include the Health 
Level Seven International (HL7) and Statistical Data and Metadata exchange – 
Health Domain (SDMXHD) as well as various standards for vocabulary for diseases 
(International Classification of Diseases) (for which version 11 is to be issued in 
2018 (WEB ADDRESS) and clinical terms (for example, the Systematized 
Nomenclature of Medicine (SNOMED). The Logical Observation Identifiers Names 
and Codes (LOINC) standard is recommended for adoption for a standard recording 
and communication of laboratory data (WHO Second Global Survey on eHealth, 
2009). 
 
For human resource management in the health sector, it is essential to collect up-to-
date accurate information about various aspects of the human resources situation 
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across all levels. Each country should aim for up to date statistical information. This 
information includes the number of staff by location, type of facility, cadres, grade, 
gender, etc. Moreover, a training plan for all managers at all levels should be 
implemented to ensure the best possible use of this information to achieve the best 
results. A computerized record system is a powerful tool that can provide a much 
wider range of information of all types. However, this will require greater effort and 
investment to design implement and operate successfully (Martínez & Martineau 
1998). Although, the movement from paper-based to computerized system does not 
necessarily reduce the burden on local health workers, it reduces the errors 
associated with manual aggregation of the data at the higher management level. 
Computerized system also makes reporting data much more efficient and flexible as 
it can do analysis at the district level. There are challenges associated with moving to 
the electronic system. Computers and appropriate infrastructure are needed, and 
usability is critical as many health professionals have limited computer knowledge 
while technical support of hardware and software is essential in developing countries 
(Vital Wave Consulting 2009). 
 
According to Vital Wave Consulting (2009), the majority of low-income and 
developing countries use paper based systems that are highly fragmented and 
difficult for health workers tasked with data collection to utilize (Vital Wave 
Consulting 2009). Health care services in Libya are operated and controlled at the 
national level (Secretaries of Health and Environment) which is responsible for 
storing and controlling the information which is then transferred to the lower level. 
In Libya, health services are paper based at the district level and electronic based at 
the provincial and national levels. They consist of a set of forms and data collection 
and reporting tools. The information is used to find health indicators of population 
and measure health services. In this process, different health units prepare paper 
based reports and sent them to the provincial level. The District level office collects 
data from different health units, conducts aggregated analysis, and sends it to the 
provincial level. This level is responsible for collecting data from district level, 
entering it to the computer, conducing analysis, and sending an electronic report to 
the central level. This system is known as “top-down” system as health information 
flows from health units to the health ministry level while the instructions and 




Libyan health information system collects data from the lower level. It is stored, and 
kept in the central level. Computation is beneficial in storing the information from 
provincial levels to the ministry level. The lower level rarely applies computation 
system to transfer information (Bogabo et al. 2014). 
  
Information systems have enabled many organizations to provide high quality, lower 
cost information and in a timely manner as many organizations depend on the 
information system for making any decision and to improve customer services as 
well as in controlling and monitoring the process of the flow of work (Bleistein, Cox, 
Verner & Phalp 2006). Furthermore, when the organization adopts the information 
system they may face many issues (for example in Libya). There are two sources of 
conflict when they adopt or implement such an information system: these sources are 
connected with both the old and new generation, and economic factors (costs 
involved) in implementing a new information system. Moreover, there is a limited 
number of information system companies with technology in Libya (Bogabo et al. 
2014). Libyan health services need employees who have basic skills for finding 
information. Huge recruitment of employees with good knowledge and 
understanding in technology will serve Libyan services development plan in future. 
Health information system in Libya is weak and centralized to the management level 
where the lower departments only serve as data collectors. BRHC faced these issues 
as there is no connection or network between different departments. Data is gathered 
from lower level to the management level for the mid-year and annual reports.  
 
 Workforce characteristics 6.6
One of the aims of this study was to describe rehabilitation worker characteristics to 
understand the type of workforce in operation and the workforce needed for the 
rehabilitation services at BRHC. Three groups were selected to participate: 
therapists, nurses, and administration staff as each has key service roles with the 
disabled patients. At the Libyan level, there is not even limited information available 
about the health workforce, capacity or needs in the rehabilitation services such as in 
regard to physiotherapy, psychosocial support and orthopedic treatment (WHO, 
2007). At the international level, information on rehabilitation professionals is 
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insufficient and fragmented and is associated with the lack of common definitions 
and classifications and availability of standard data sources for workforce and the 
lack of monitoring framework for health workers (World Health Organization 
2009a). Therefore, it is important to develop data sources that may be used to assess 
the situation of rehabilitation professionals for any country. There is no information 
available about health workforce capacity or rehabilitation services needs including 
physiotherapy treatment, psychosocial support, and orthopaedic treatment. This study 
will be the first to describe workforce characteristics of disability service in Libya. 
 
An effective public health system relies on the capacity of its workforce, making it 
important to understand and improve the workforce (Newman et al. 2014). As well 
as, for understanding the capacity of health systems, it is essential to evaluate the 
availability of rehabilitation professionals to meet rehabilitation services objectives 
in a country. Furthermore, continuing measuring and monitoring the capacity of 
health workers is crucial to respond to the population’s need for rehabilitation 
services (Gupta, Castillo-Laborde & Landry 2011). However, according to the World 
Health Report (WHR) (2009), there are no specific monitoring procedures for human 
resources in all countries.  
 
In any health system, there are different health professionals who provide different 
types of rehabilitation services. Different types of skills are needed in local contexts 
depending on the circumstances of the area. For example, “a country with large 
numbers of motor vehicle accidents may need more workers specialized to deal with 
cognitive and musculoskeletal impairments, whereas another country may need more 
workers skilled in providing service for disabilities associated with HIV/AIDS and 
other communicable diseases” (World Health Organization 2009a). 
 
In Libya, there is a need to develop a workforce trained to deal with the post conflict 
situation. After the conflict there has been an increase in the number of amputees. A 
workforce characteristic that Libya needs now differs from its needs before the 
conflict. For example, there is greater demand for orthopaedic doctors, nurses, 




Developing human resource management strategies and policies is essential to 
addressing the issues related to the health workforce in post conflict settings such as 
flight of health professionals, mismatches between skills and service needs, 
breakdown of pre-service training, and lack of human resource data (Roome et al. 
2014). A technical framework was developed by the World Health Organization to 
help countries to develop their own workforce strategy. This framework consists of 
six components of planning and managing the health workforce including: health 
workforce management, policy, finance, education, partnerships and leadership. 
However, the health workforce management is the centre of this framework as their 
role is integrating all the other components (Dal Poz, Quain, O'Neil, McCaffery, 
Elzinga & Martineau 2006). This framework has many benefits in developing and 
implementing a sustainable health workforce. This framework could help health 
managers and planners in developing their future plans. Field experience in post 
conflict countries is recommended for effective reconstruction and development of 
human resources for health. As most of the governments and partners in post conflict 
countries focus on just two elements — namely the production and training health 
professionals — that is not enough for the effective reconstruction of human resource 
system development in health services. An emphasis should be on linking the 
elements by focusing  on key functions of HRM including production, deployment 
and retention or by the components including policy and planning, finance, legal as 
the primary role of the government (Fujita, Zwi, Nagai & Akashi 2011). 
 
Conflict affects the health workforce in different ways and there is an urgent need to 
rebuild the health workers as the health system will be shaped by the decisions made 
now on regard to human resources. After conflict, as is now known from the 
experience from previous conflicts, health workers suffer from severe crisis as they 
need intensive retraining and skill upgrading, without which average productivity 
will decrease and there will be more absenteeism. Other factors adding greater 
complexity to the situation are the inadequate working of equipment, poor 
supervision, low salaries, low motivation, and deteriorating professional skills across 
the workforce (Pavignani 2011). Chen et al. (2004) argue that countries in crisis must 
consider the appropriateness of their current workforce and mobilize support for 
applicable allocation of key health functions to well–trained auxiliary workers. 
Furthermore, there is a need to urgently develop strategies to activate, retain and train 
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health workers. By comparison, BRHC remained open but its activities were 
hampered as outlined earlier. Libyan health care professionals need to mobilize 
support to deal with amputation “war injuries”. This care can be community based 
set up utilizing auxiliary workers. 
 
In post-conflict countries, health systems and health workers are affected by conflict; 
therefore, there is an crucial need to recognize that human resource management 
(HRM) has an important contribution to make in rebuilding health systems (Kruk, 
Freedman, Anglin & Waldman 2010; World Health Organization 2005b, 2005a). Health 
workforce development is critical particularly in countries after a conflict (such as 
war whether a civil war, invasion or rebellion, because the workforce capacity is 
weakened. At this stage, the role of human resource management is important as 
policies and strategies must effectively address the supply of health care workers, 
distribution and performance. HRM must also analyse the situation and address the 
issues including gaps between skills and service needs; salary distortions; breakdown 
of pre-service training; lack of information system about human resources (HR) to 
inform workforce planning; and the lack of management capacity at different health 
systems levels (Kruk et al. 2010; Roome et al. 2014). 
  
The gender of the participants was also found to potentially affect services. In this 
study, 56% of participants were male and 43% participants in the study were female. 
This is a concern especially for nurses as most of the female nurses reject working in 
the male ward for cultural and religious reasons. Libyan women do not intend to be 
nurses because nursing is considered an inappropriate profession for them as due to 
the nature of this work they need to come into contact with males and they need to 
work night shift — each of which is unacceptable in Libyan society. This has an 
impact on the level of services that can be provided at the Centre. It also explains the 
previous reliance on expatriate staff.  
 
Female nurses in a number of countries tend to reject working with male patients due 
to their commitment to their society and its mores.  Limiñana-Gras, Sánchez-López, 
Román and Corbalán-Berná (2013) found that the nursing profession consists of two 
forms, basically, physical care (hygiene and mobilization) and emotional care 
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(support and nearness). According to these researchers, traditionally male nurses 
have provided physical care whereas female nurses have provided emotional support.  
 
In the past, they argued, educational institutions have placed obstacles in way of 
men’s entry because they have been rejected by women patients (Limiñana-Gras et 
al. 2013) just as (others may observe) fathers and husbands would — a century ago 
in places like the Indian sub-continent — often not permit male doctors (the only 
type there once was) to attend their wives or daughters, which resulted in women 
perishing in childbirth or from disease or injury (see the work in this regard of Dr Ida 
Scudder in training women to attend to women in the early 20
th
 century in India, and 
thus building domestic, and culturally sensitive, capacity). 
 
Afghanistan has experienced similar problems to other post-conflict countries. The 
Ministry of Health conducted an assessment to investigate available resources in the 
country. A survey of teaching institutions to evaluate the education environment 
revealed that there were an extremely limited number of female health professionals, 
especially in maternal area (resulting in increased mortality and morbidity). The 
Ministry of Health then focused on midwifery education as a priority category of 
health professionals to resolve this issue (Fujita et al. 2011).  
 
Vidyasagar and Rea (2004) conducted a study of women doctors in Saudi-Arabia and 
they indicated that in common with women in many parts of the world, Saudi-
Arabian women experience similar difficulties as they function within a highly 
restrictive society where gender roles have been culturally constructed in different 
ways from those in western nations. Such cultural restrictions along gender lines do 
not maximise patient care unless sufficient training is provided to fully equip (and 
provide sufficient numbers of) male doctors and male attendants to nurse men and 
women medical practitioners and nurses to attend to female patients. Libya is not as 
restricted in this fashion as Saudi Arabia, and even there, they do permit women to 
work alongside male doctors and other males and to work with male patients.  
 
In contrast, in Libya there is no law preventing women working with males. During 
the observation of this study there were many women working in the male 
department but they preferred to work with females due to physical and religious 
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reasons and it was mainly due to the closure of the female ward for maintenance that 
they found themselves working in the male wards.  In the interim, however, nursing 
is generally considered of fairly low status (and low waged) for women, partly due to 
this contact as well as the very nature of the employment. Again this contributed to 
the country’s previous reliance on expatriate employees which rendered it vulnerable 
in times of conflict. 
 
It is worth recalling that in Islam women’s work is a right rather than duty and 
permitted in cases of necessity when it does not abuse their femininity and dignity. 
Islam prescribes suitable professions for women such as nursing, midwifery, 
teaching, social services and medicine, what the west has also traditionally regarded 
as the ‘caring professions’ and ones that whose most demanding roles are today 
occupied by many women. Gender restrictions, particularly in emergency situations, 
do not foster best practice or optimal care and outcomes. In western nations gender 
stereotypes has contributed to the ‘caring professions’ having become increasingly 
female dominated; and while women aspire to male-dominated professions (law, 
medicine) and the additional pay and status those roles often offer, relatively few 
men aspire to the lower status female dominated areas (nursing, social work). Again 
greater gender balance would offer a number of advantages. 
 
The BRHC has a mix of gender in its roles, particularly in nursing and 
physiotherapists but since the closure for maintenance of the women’s ward 
(prolonged and with maintenance not yet undertaken), the female nursing staff find 
themselves having greater contact with male patients. This would involve culturally 
less acceptable and thus lower status activities which may have contributed to the 
higher levels of emotional exhaustion detected by the study in female staff (although 
this hypothesis has not been specifically explored).  
 
Three worker groups were selected to participate in this study; nearly half of them 
were physiotherapists and prosthesis technicians. BRHC has a well-equipped 
orthopedic workshop. Many new items of equipment are available and services 
provided free for amputees and disabled people in Benghazi and surrounding cities. 
The study identified that there was a problem with regard to this service demand — 
many patients came from different cities outside Benghazi because they have no 
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local services, but when they arrive there are no vacant beds at the Centre. This is 
causes problems for technicians because they need time to measure the patient, 
manufacture the prosthesis and implement physiotherapy sessions. This creates 
problems in service access, which affects the ability of the BRHC to fulfill its 
mission as fully as it could if there was not “bed block” as a result of beds being used 
for long-term supported residential care. Contrary to the objects of the UN 
Convention on the Rights of Persons with Disabilities (CRPD) there are limitations 
on care for those with disabilities because of “bed block” at the Centre as this means 
that the facility is unable to meet the needs of disabled people that it was set up to 
serve (Rockhold & McDonald 2009). 
  
According to Egger et al. (2000)  the imbalance in human resources can be divided to 
three categories: “imbalance in numbers, skill-mix, distribution”. Firstly, it involves 
an imbalance in staffing which means there is a difference in the number of health 
professionals of various categories and the number that the community needs. 
Secondly, it involves an imbalance in skills which means there is a mismatch 
between the type and the level of training and the skills required by the health system 
and those possessed by personnel. Finally, it involves imbalances in distribution, 
meaning there is a mismatch in geographical, occupational, public or private, or 
specialty mix. However, in order to address such problems, Libya needs to 
understand the components of its workforce and identify any shortage of particular 
types of skills or training, and then work towards filling any gap. To overcome this 
problem, it is necessary to understand the system’s weaknesses and adopt strategies 
to achieve the desired goals. This study, for example, has found that there is a 
shortage in the nursing role and physiotherapy role as both of them have low 
qualifications. To improve their performance, the Centre or Ministry needs to 
provide them with a continuing training program. Meeting service demands can also 
involve re-allocating existing personnel to better match the needs of the community. 
 
Wang, Collins, Tang and Martineau (2002) demonstrates that the delivery of high 
quality health services depends on having sufficient well-trained health professionals 
to meet the population needs and expectations. More importantly, there is a challenge 
in the supply of health professionals in low and middle countries due to demographic 
trends: population aging, growing shortages, limited education and training 
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capacities, poor recruitment and retention strategies. Consideration must be given to: 
(a) the impacts of the emigration of Libyan health professionals which deplete 
domestic human resource building and (b) the subsequent reliance on imported labor 
in health (as in other areas of the economy) with recognition of the vulnerability that 
this implies. In addition, skill-mix imbalance, maldistribution, poor human resource 
planning, absence of a reliable database, poorly informed policy decisions and slow 
health system reform are also other challenges that restrict delivery of health services 
(Chen et al. 2004).  
 
Having a career structure in place is also important as it has two key purposes. 
Firstly, it provides the organization with a mechanism that ensures that enough staff 
with sufficient skills and experience are in place to achieve the high level of 
functioning required by the organization. Secondly, it increases employee 
satisfaction in terms of their need for a career pathway, skills improvement and 
possibility of further training and higher achievement. The lack of career structure is 
a major issue in developing countries. Although doctors and nurses have multi-level 
career structures available to them, there is little career structure available to other 
members of health cadres such as technicians, and little or nothing for other staff 
(Martínez & Martineau 1998). Oakley et al. (2013)  has noted that “lack of effective 
professional regulation is a significant factor in the poor performance of 
professionals at all levels, which compromises the performance of the health care 
sector and is a major factor in the loss of public confidence in the medical 
profession” (Oakley et al. 2013, p.5). During and after the conflict, human resource 
management need to reorganize the work, and redesign the jobs to ensure that the 
health workers perform their jobs adequately and meet the service’s needs (World 
Health Organization 2006). The World Health Organization suggests that regular job 
appraisal should be implemented by supportive supervision and training to ensure 
workers perform at the required levels based on job descriptions (World Health 
Organization 2005b).  
 
In Liberia, job descriptions are standardized for each cadre. However, while staff 
were communicated to ineffectively, they recognized the informal task shifting 
present in the supplied job descriptions that indicated that they were expected to pick 
up additional tasks (Varpilah et al. 2011). Job descriptions are a very important tool 
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which helps human resource management to define and standardize the roles and 
also to evaluate performance. The BRHC needs to develop job descriptions to define 
skills and identify the shortage areas and also to provide template against which to 
evaluate the performance of the workers. Otherwise, work will be disorganized and 
the BRHC would not be able to assess the work performance throughout the Centre. 
 
6.6.1 Staff turnover 
Low job satisfaction and turnover cause concern due to the impacts on service 
provision. The BRHC needs to consider factors that cause job turnover such as low 
pay and poor working conditions which are the main reasons for staff attrition. Data 
from the Centre have identified that there is a shortage of qualified medical labour 
and medical assistants skilled in the care and rehabilitation of the disabled. This is 
because trained medical professionals leave the Centre to obtain a better salary and 
conditions available at the Ministry of Health. Libya has two distinct systems under 
two different ministries. The Ministry of Health oversees the health needs of patients. 
The Ministry of Social Affairs looks after rehabilitation and community based 
services. Health professionals who work at the Health Ministry have more 
opportunities and higher wages than working at the Social Affairs Ministry.  
  
As can be seen from the comments made during the interviews, the difference in 
wages is significant as is the level of qualification. The Ministry of Health and 
Ministry of Social Security do not offer the same pay scales to their workers. Lower 
salaries for disability workers is a big concern and is a cause of de-motivation and 
staff attrition as staff move to other centres. Cost savings must be made by using 
different staffing mixes to provide services. Ferrinho et al. (2012) suggested that task 
shifting is a realistic, efficient and rapid manner to access qualified services, at a 
lower cost than training more physicians and nurses. This has been introduced 
elsewhere. For example, in Somaliland, the government was unable to pay regular 
and competitive salaries which has constrained capacity building in public health 





Another approach is that adopted by in Liberia. There the Ministry of Health 
increased the number of trained health workers by standardizing pay and raising 
monthly salaries which had a great impact on the outflow the health workers from 
public to private sector (Varpilah et al. 2011). Highly qualified staff were retained in 
this instance. These approaches are not mutually exclusive. With rigorous assessment 
of service provision, existing skills and gaps, a combination could be introduced that 
maximised retention where crucial and savings where possible. 
 
The perception of health workers of the various tasks is a determining factor for their 
willingness to change the scope of their work and responsibilities in any attempt at 
task shifting or multiskilling. However, an adequate reward package is essential to 
achieving the minimum level of performance. This must include a living wage, or 
improvement in other types of incentives such as job security, housing, vacations, 
and pensions, sick and maternity leave. Government employees generally do not get 
the same facilities that the private sector provides its employees. In Libya, the 
existing workforce is poorly motivated due to poor work conditions, low wages, and 
poor prospects for career progression. This needs to be addressed. 
 
As mentioned earlier, this study has investigated workforce issues through 
interviewing managers and a questionnaire provided to the employees. An important 
issue emerging from these findings is turnover and lower job satisfaction as most of 
employees prefer to leave the Centre to gain access to higher salaries. These findings 
have implications for the managers at the Centre in relation to job satisfaction for 
workers. Low job satisfaction and high turnover rate was reported in the interviews 
by the managers in BRHC as a cause for concern.  
 
Participants ranged from 26 years to 66 years. There were different age groups of 
employees and this has an important workforce implications because as employees 
age, it could predict what could happen in 5 to 10 or 15 years. Those younger groups 
need training to keep enhancing their skills and move up in organizational 
responsibility. After 20 years many of the existing staff will have retired. This staff 
changeover time is important because it helps the service planners and managers to 
plan for worker transitions from new to experience to retired. It allows for better 
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support and enhancing the rehabilitation services by recruiting and determining new 
positions to replace older ones and increase the qualifications of the workforce. 
 
The World Health Organization Report on the health workforce launched in 2006 
stated that countries should accord a high priority to developing effective workforce 
strategies that include three key elements: improving recruitment, supporting the 
performance of the current workforce so that they perform better, and reducing the 
employee attrition rate. The report emphasized the role of human resources for health 
management and planning as major strategic priorities for achieving this goal with its 
three key elements (World Health Organization 2006). 
 
Moreover, Ozolina-Ozola (2014) indicated that the importance of low employee 
turnover and ways to achieve it have been identified by human resource management 
practices grouped into the following categories: job design; recruitment and 
selection; induction; training and development; succession planning; compensation 
and reward; performance management; internal communication; involvement; equal 
opportunities; employment security and prestige (Ozolina-Ozola 2014).  
 
From the survey, it became apparent that the management did not systematically 
design jobs or recruit people according to their ability or even on the basis of 
demand. It became obvious that in some areas there was a shortage while other areas 
were overstaffed. However, the decision makers at BRHC need to consider the 
factors identified by Ozolina-Ozola in order to solve the turnover issue and retain its 
employees. Low job satisfaction and turnover continue to cause concern even as 
management knows it needs to retain employees and reduce turnover rate. 
 
The study found that the average length of employment at BRHC was 13.28 years 
(range 1 to 35 years) (13.87 years females; 12.82 years males). There was no 
statistical association between gender and length of employment by gender (t=-.506; 
p=.615). There was a statistical association between length of employment and 
highest educational qualification — in all three employment duration groups school 
leaving certificates were most common, followed by university then college level 




The study found that there is association between the years of experience and the 
level of satisfaction with their wages: X
2
=17.989, P= 0.02, 31 of the participants 
were very dissatisfied: n= 14 with 1–10 years’ experience, n=11 with 11–20 years’ 
experience and n=14 with 21–40 years of experience. However, there is no 
association between the years of experience and the occupation. 
 
6.6.2 Professional development 
As a consequence of the heavy fighting in Libya in 2011 and continuing unstable 
conditions into 2012 and 2013, the already weak health system is overburdened 
(European Commission 2011). Proactive plans and policies are required from the 
new government to solve these issues (Zeiton 2012). In this study, results show that 
the majority of participants did not receive any professional development training 
programs to improve or update their skills at BRHC either before or after revolution. 
A few of them received a training program in computer skills before the revolution. 
Most of them indicated that they did not get any continuing education or training 
program to raise their knowledge or skill in their specialty to impact on their 
professional performance. However, providing formal and informal training 
programs such as basic training skills, on the job experience, coaching, monitoring 
and management development can have strong influence on the employees 
development (Huselid 1995). 
 
 Consequently, the absence of workplace policy in professional development results 
in a sense of disempowerment of professionals, the result is no motivation to advance 
competence (Townsend et al. 2006). More specifically, Armstrong and Ager (2006) 
argue that to make sure there is continuing professional development for health 
professionals, a sustainable practice strategy suitable for local context should be 
established. In addition, to enhance continuing professional development, health 
professionals need to develop reflective practices to better identify learning needs 
and resources. For instance, physiotherapists need to develop reflective practice, 
improve disability awareness and have ongoing access to research. 
 
One example of the gap between service opportunities and the ability to deliver them 
is highlighted by the Italian government’s gift of new equipment in 2005 to the 
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BRHC. The study results found that the equipment is not being used in the therapy 
department and does not work because the therapists need training programs to learn 
how to use certain equipment. Improving the knowledge of physicians and 
professionals on different diagnostic techniques for different types of disability, 
training physiotherapists in the use of new rehabilitation approaches and on modern 
techniques of physiotherapy, and training social workers on dealing with disabled 
people were recommended (World Rehabilitation Fund 2003). 
 
Professional preparation and continuing education is recognized as a significant 
workforce element for enhancing work skills and developing the level and quality of 
services provided to disabled people. In this study, the qualification level was 
examined in the study sample. In this study, the main findings were that just 4 
percent of participants had completed higher level studies (master degree) and 
approximately one quarter of the study sample has completed a university degree. 
Thus, most of the study sample does not hold a university qualification especially in 
two groups: physiotherapists and nurses. For example, the results identified just 8 
nurses had qualified with a degree from a total of 67 nurses participants. Most 
without university qualifications were nurse assistants.  
 
In the BRHC Annual Report of 2011, it was observed that there are opportunities for 
entry-level professional training, but when they get to the job and are recruited, there 
is no induction at the Centre. Induction of the staff is limited. However, an ANU 
report on supervision noted that its report related to staff induction in higher 
education; it could easily be applied in the health care sector where induction is 
limited. They define induction as “a structured and supportive method of introducing 
a new staff member to an organization,” and add that: 
 
Good induction processes contribute to: staff retention, reduced costs associated 
with staff turnover, job satisfaction and productivity. It is the responsibility of a 
new staff member’s supervisor to ensure that their new staff member is ‘inducted’ 
— to their role, to their work area (Australian National University 2010).    
 
An induction program may take two different forms: formal and informal activities 
by peers and supervisors (Klein & Weaver 2000). Poor induction during the first few 
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weeks of employment is strongly associated with an elevated staff turnover risk, 
whereas the benefits of adequate induction include increased productivity as new 
employees require more information on how to perform their job well to adjust to 
their new organization (Wesson & Gogus 2005). Induction programs can provide 
both tangible (often cost-related or competitive advantage) benefits for employers, 
and for employees intangible benefits in terms of increased self-efficacy and job 
satisfaction. The adoption of good induction processes can reduce the time taken to 
integrate new employees and allow them to achieve higher productivity more rapidly 
than would otherwise be the case. It can also boost employee morale and foster 
employee retention rates (Moscato 2005). 
  
In addition, a problem is the lack of continuing professional development programs 
that encourage efficiency and staff development in daily work performance. 
Professional development is a very effective method to improve staff performance 
which is to increase the quality of services provided for people with disability. For 
example, the Centre faces an acute shortage of nurses. After the war, most qualified 
nurses from overseas who worked in BRHC went back to their countries and the 
Centre replaced them with medical assistants with limited skills and knowledge. 
These employees could only carry out basic tasks such as bathing and changing 
dressing and so forth. Access to qualified nursing staff is a problem resulting in a cut 
in specialty services where only 3 foreign nurses are available. It is important to 
realize that to improve the accessibility to health services; greater human capital is 
required in both number and skill levels. Gupta et al. (2011) have argued that human 
resources for health are vital to address basic restrictions related to health care 
environment (Gupta et al. 2011). The standard of nursing care in Libya is inadequate 
due to poor quality nursing education. Nursing practice is dependent on expatriate 
staffing. Nurses do not have a degree, and training courses are out of date and 
lacking in the clinical practices. In addition, most qualified nursing staff are not 
Libyan (UKAid Department of International Development 2011). This study found 
that there are just three nurses with a university degree and the remainder (n=11) 
have a low qualification. (Benghazi Rehabilitation and Handicap Centre 2011) 
reported that there are only 8 nurses with qualification and other 69 nurses have low 




There is a need for education and training programs to respond to the deficiency in 
the number and type of qualified specialists related to rehabilitation of the disabled. 
For example, participation in international education training programs could boost 
skills (World Rehabilitation Fund 2003). Moreover, Libya has another issue, which 
is a skills imbalance — there are many employees in one speciality and a shortage in 
another. Countries that have a skills imbalance experience inefficiencies (for 
example, too many doctors, and not enough nursing staff). Such countries need to 
restore the balance in their health planning and create a workforce that “more closely 
reflects the health needs of their populations especially through deploying auxiliary 
and community workers” (Chen et al. 2004, p.1986).  
 
Above all, the health and education sectors need to be coordinated to improve 
employee performance. According to Chen et al. (2004) there are three main areas 
that require attention: coverage, motivation and competence. A strategy to improve 
coverage would include encouraging the training and retention of sufficient health-
related staff with the appropriate skill-sets to meet population needs. The needs of 
scattered or isolated populations should be considered. A strategy to improve staff 
motivation (which in turn generates better performance and higher retention) would 
involve adequate remuneration (a tangible incentive) and intangible incentives (such 
as career satisfaction, increased self-efficacy). A competence strategy would involve 
professional development, including training for continuous learning (Chen et al. 
2004). Training, empowering and supporting health professionals is essential to 
rebuilding adequate health services in the post conflict period (Balalian et al. 2014). 
6.6.3 Teamwork 
Teamwork is an important way to develop the quality of services in health care and 
enable the organization to speedily develop and the staff learn and contribute in 
achieve the organization objectives and reduce the time and cost of hospitalization 
(Borrill, West, Shapiro & Rees 2000). This study found that nearly half the 
participants indicated that they did not work as a part of a team. This finding has 
implications for managers to develop the team work through engaging them; 
employee engagement has an impact on the work performance through increasing 




Combination of health professionals in a team will require integrating the patient’s 
problem across different areas often in a poor setting. Although some rehabilitation 
professional and community health workers have done this in some extent, none are 
engaged in the expansive role that is required for effective implementation of the 
guidelines (MacLachlan, Mannan & McAuliffe 2011). It is crucial to consider staff 
skills instead to staff type and it is important to identify the skill needed to address 
the work to be done, skill that an existing cadre has not been trained in (MacLachlan 
et al. 2011). 
  
Multidisciplinary teams should be developed to meet the patient’s needs from more 
than one professional group. It is important to understand how the team will work 
together. However, some issues might appear to drive the team together such as 
shared desire to provide optimal patient care, allowing the patient to achieve 
maximum independence. Moreover, there are some factors that work against 
interdisciplinary teams including professional jealousies, role boundaries, low 
education, loss of autonomy, staff turnover, unequal social proximity, organizational 
management, lack of team learning, time to access patients, role perceptions, 
expectation from others, lack of respect for others, threat to professional status, high 
value placed on own role (Gibbon 1999). Correspondingly, management need to 
encourage the staff working in such settings, enabling them to create methods of 
working. This will help staff to feel supported and empowered and as a result will 
increase their commitment to their work and provide greater relationship and 
partnership with patients and their families (Molyneux 2001). 
 
  Worker wellbeing 6.7
One of the aims of this study was to measure the level of burnout among health 
professionals at BRHC and identify the specific factors associated with burnout. This 
is the first study to determine the prevalence of burnout among health professionals 
in BRHC, Libya. 
 
6.7.1  Measuring burnout in an Arabic context 
Using MBI, high burnout was identified in this study. 43.7 % of participants had 
high emotional exhaustion, 19.7% had negative feelings regarding their clients or 
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feelings of “depersonalization” (DP) and 45.1% lacked the sense of personal 
accomplishment in their career. There are many studies across the world that report 
high levels of the burnout among health providers including doctors, therapists, 
nurses, and so forth. Burnout is considered as a risk syndrome particularly for 
workers in health services (Hastings et al. 2004). people working with those with 
disabilities are more likely to suffer from burnout (Devereux et al. 2009). Recording 
the personal characteristics and practice contexts is related with risk for higher levels 
of burnout and an essential first step in developing strategies to retain health 
professionals at risk of burning out (Cossman & Street 2009). The levels of 
emotional exhaustion in this study were slightly lower than those reported by (Al-
Dubai & Rampal 2010), (Selaihem 2013). These differences may be due to the 
sample size, work environment or the occupational role. 
 
The results found that Emotional Exhaustion (EE) and Personal Accomplishment 
(PA) were negatively correlated which means that employees who have high 
personal accomplishment are less likely to suffer from emotional exhaustion. 
Furthermore, the study also found that the EE and DP subscales are positively 
correlated. Emotionally exhausted workers tended to experienced feelings of 
depersonalization. In many countries, emotional exhaustion and depersonalization 
subscales were significantly correlated. This finding is consistent with the findings 
reported by (Poghosyan, Aiken & Sloane 2009). However, the findings suggest that 
there was no relationship between feelings of emotional exhaustion and 
depersonalization with personal accomplishment. This finding is consistent with a 
study in Japan that indicated that this result may be because professionals have 
unique ways of defining their accomplishments at work (Poghosyan et al. 2009).  
 
The study found that the relationship between the employees’ job satisfaction and 
personal accomplishment were statistically significant, indicating that a sense of 
personal accomplishment toward their jobs were influenced by job satisfaction. 
There was no significant difference between the level of employee’s job satisfaction 
and the emotional exhaustion and depersonalization. The results found in this study 
are similar to many other studies such as (Ozyurt, Hayran & Sur 2006). This 
similarity between the results of this study and other studies in different countries 
suggests that the findings have significant value. Burnout and job dissatisfaction are 
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considered as significant risks to health and wellbeing of health professionals 
(Kushnir et al. 2000). Turnover and employees shortage is associated with human 
services workers who suffer from burnout. Messmer, Jane and Phoebe (2011) 
indicated that participants who have higher work satisfaction have lower burnout 
level. 
  
According to the stepwise regressions on the three subscale of burnout results of this 
data in this study, the most significant and common predictors of all burnout 
dimensions was gender, years of experience, age, qualification and job satisfaction. 
Results have revealed age to be a significant predictor of personal accomplishment 
dimension in burnout. The results show that older employees tended to experience 
lower levels of burnout than did youngers workers. The findings of this study are 
consistent with (Abdallah 2009; Al-Dubai & Rampal 2010; Maslach et al. 2001; 
Selaihem 2013)  but do not totally support their findings as they found that younger 
employees had significant higher prevalence of burnout than older workers, 
Moreover, the study found that gender, qualification and years of experience are 
statistically significant predictors for Depersonalization dimension, high-qualified 
employees are more likely to suffer depersonalization which is similar to Lavery and 
Patrick (2007b) who suggest that nurses who had high qualification tend to have high 
EE and DP. In addition, employees with more years’ of experience are more likely to 
suffer depersonalization than employees with less experience this result in again 
similar to previous research (Al-Sareai, Al-Khaldi, Mostafa & Abdel-Fattah 2013) 
study.  
 
The study found that the gender was a significant predictor of EE and DP dimensions 
in burnout, although it has been predicted that females report higher scores of 
burnout than do males. This finding that female report higher level of burnout is 
consistent with previous studies (Linzer, McMurray, Visser, Oort, Smets & De Haes 
2001; Purvanova & Muros 2010).  Maltin 2004 shows that woman are more likely to 
be subjected to stress and by extension this may lead to higher level of burnout 
compared to men. There is also a very common assumption that burnout occurs more 




The male participants experienced more job satisfaction and personal 
accomplishment than female participants. The results related to job satisfaction was 
also significantly different in both groups. The job satisfaction level was significantly 
higher among workers who had more years of experience than those that have less 
work experience. The findings of this study confirms the findings of those studies 
(Shahnazi, Daniali & Sharifirad 2014). These findings were similar to many other 
studies such as Maslach and Jackson’s study which suggests that workers who have 
been experiencing burnout are likely to be more dissatisfied with work opportunities 
for job development and personal growth (Maslach & Jackson 1981). 
 
The study revealed that working as members in a team raises the sense of personal 
accomplishment. Working as a member of team was associated with higher levels of 
personal accomplishment. But it is not significantly related to EE and DP. 
Participants working as part of team have high personal accomplishment. Similarly, a 
large number of researchers have revealed how quality of teamwork is related with 
increased job satisfaction, improved quality of care and reduced burnout  (Ernst, 
Messmer, Franco & Gonzalez 2004; Vahey, Aiken, Sloane, Clarke & Vargas 2004). 
Building good teamwork and interpersonal relationships is important to reduce 
turnover and improve satisfaction. Quality of teamwork is considered to be a risk 
factor for employees satisfaction (Estryn-Béhar, Van der Heijden, Ogińska, 
Camerino, Le Nézet, Conway, Fry & Hasselhorn 2007b). Chang, Ma, Chiu, Lin and 
Lee (2009) indicated that good job satisfaction and teamwork are recognized as 
important factors in improving the quality of care. Health professionals need training 
to become good at teamwork, then they can achieve the organization’s goals and 
contribute to their function (Humphries, Morgan, Catherine Conry, McGowan, 
Montgomery & McGee 2014). BRH management need to improve the teamwork, 
particularly as a rehabilitation service provider needs to build strong 
multidisciplinary teams to provide high quality care for patient with disability. 
 
Work characteristics are one of the important causes that influence burnout. This 
study found a significant association between burnout and the duration of work, 
hours of work and income. Similarly, Al-Dubai and Rampal (2010) found a 
significant association between long hours working and low income are associated 
with high burnout. The results revealed that 18.3% of participants are dissatisfied 
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with the work hours at BRHC. Most studies emphasize the interaction between 
personality and environmental factors as the most significant cause of the 
development of burnout in health professionals. Paul (2013) suggested that long 
work hours have a significant impact on burnout. He also suggested that reduced 
work hours have achieved the goals of reducing the signs of burnout (Paul 2013). 
According to Carroll and White (1982) burnout occurs with employees who work 
with inadequate stress management skills and in a stressful and frustrating work 
environment in the work setting. Maslach et al. (2001) revealed that the burnout is “a 
prolonged response to chronic job stress”. Wang et al. (2015) found that environment 
factors are the strongest predictors of emotional exhaustion. The more stressors in 
the workplace, the more EE would be caused. Poor environments result in a higher 
rate of job dissatisfaction and higher level of burnout (Aiken, Clarke, Sloane, Lake & 
Cheney 2008). According to Hall and Kiesners (2005), health professionals have 
reported that they need to achieve many things in a short period of time which leaves 
them with less energy to meet patients’ needs and they are forced to stay late to 
complete their jobs and go home without finishing their work. All of these 
descriptions are associated with feelings of fatigue with burnout. 
 
Many previous studies have emphasized the balance between personal characteristics 
and environmental factors at the workplace. It is crucial that all factors that cause 
human’s stress/frustration (like personal or environmental factors) be considered as 
potential causes of burnout (Carroll & White 1982). Environmental factors involve 
work overload, high lack of authority to carry out responsibilities, role conflict, 
inadequate salaries, and lack of control over hours and working conditions 
(Ceslowitz 1989). Personal characteristics are also significant factors that can cause 
some professionals to burn out faster than others (Pines 1982).  
 
After the conflict, Libyan workers have been working in poor conditions and an 
unsafe environment; they also suffer from poor management procedures, lack of 
resources, low salaries and low qualified workers. All of these factors may affect the 
workers’ wellbeing as well as impact on their performance. Furthermore, heath care 
systems in Libya are unstable, disorganized and have gone through prolonged crisis 
as the country suffered corruption issues, poor services quality, low efficiency and 
underutilization which has affected other BRHC services. Humphries et al. (2014) 
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suggest that improving the context that quality care delivered is significant. The work 
environment health professionals that in particular work in countries that experience 
economic crisis have observed that health system have low resources allocation, 
budget constraints which have increased the workloads that impact on the quality. 
 
The burnout results from a misfit between personal skills, abilities and requirements 
of the job. Moreover, it occurs because a person’s needs are not being met by the job 
environment (Gerstein et al. 1987; Toode, Routasalo & Suominen 2011). Therefore, 
it is essential for BRHC management to design intervention programs to strengthen 
an individual’s ability to deal with job-related stress and to deal with work 
environment to reduce stress through changes in policies, procedures or structure 
intended to deal with personal, environmental and organizational factors related to 
burnout (Paine 1982). Empirical studies have emphasized that job burnout is related 
to many factors, such as workplace characteristics, social support, supervisions, self-
efficacy, team work, and personal characteristics (Aiken et al. 2008; Estryn-Béhar et 
al. 2007b; Toode et al. 2011; Wang et al. 2015) . 
 
 Scholars have suggested several models that can be seen as having a significant 
impact on workers wellbeing. These include:  Demand-support-control (Karasek Jr 
1979), personal environment (French et al. 1974), and equity theory (Adams 1963). 
However, disconnection between the workers and workplace is the main cause of the 
burnout and has a significant effect on the quality of patient care, in addition to costs 
for staff attrition and less availability of trained staff (Janet 2014; Semsudin 2009). 
Burnout is a significant de-motivator in the work environment. Workers who suffer 
burnout they are more likely to have negative feelings and attitudes toward their 
specific job or colleagues (Falkoski 2012). Workers who work with disabilities are 
faced at many times with stressed individuals (Janet 2014). However, French et al. 
(1974) suggest that any mismatch between the person and the environment lead to 
strain. In other words, burnout results from a mismatch between the requirements of 
the job and the person’s ability to meet those demands. The person and environment 
in Libya during the conflict years has had a negative impact on the workers well-
being. Therefore, this study is first study that focuses on job satisfaction and burnout 
for health professionals working with disability in Libya. Understanding workers 
burnout is an important for Libyan Health resources as burnout does not only 
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increase job turnover but also has an impact on the quality of patient care (Cossman 
& Street 2009; Humphries et al. 2014) . 
 
The present author was the first to investigate well-being in Libyan context in terms 
of job satisfaction and job burnout among Libyan health professionals. The work 
environment has a significant impact on workers wellbeing and performance; it is 
important to focus on improving the four dimensions of a work environment: 
psychological, physical, social and organizational. The mismatch between a person’s 
and the organization’s values visibly led to negative outcomes, interaction between 
the employees and organizations value was also negatively related to job turnover 
and job satisfaction (Siegall & McDonald 2004). Maslach (2003) indicated that The 
three dimensions of burnout are associated with different workplace variables. For 
example, exhaustion and cynicism tend to emerge from work overload and the 
existence social conflict, in addition a sense of inefficacy results from a lack of 
resources to get the job done (e.g., lack of critical information, lack of necessary 
tools, or insufficient time). The combinations of differences on three dimensions can 
result in different patterns of work experience and lead to the risk of burnout. 
Workplace characteristics have impacted on the quality of care and the level of 
burnout in nurse participant. Moreover, Aiken, Sloane, Clarke, Poghosyan, Cho, 
You, Finlayson, Kanai-Pak and Aungsuroch (2011) suggest that poor work 
environment have related with negative outcomes and quality of care. Furthermore, 
Aiken, Sermeus, Van den Heede, Sloane, Busse, McKee, Bruyneel, Rafferty, 
Griffiths and Moreno-Casbas (2012) demonstrates that a better work environment is 
associated with higher nurse retention and quality. This is likely to result in a low 
cost strategy to improve the quality and patient satisfaction. Libya is a developing 
country that passed difficult period of conflict; economic instability, infrastructure, 
weak health system, poor workplace, and low resources. Health professionals work 
in poor conditions, low professional development and orientation program, low 
salaries; high demand for all these factors may explain the reason for low job 
satisfaction and high job burnout. In addition, unlike developed countries Libya does 
not have any national organization that helps health professional stress.  
 
The findings of this study provide evidence that employees who suffer burnout can 
be expected to have low job satisfaction, low job performance, high absenteeism, and 
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low organizational commitment due to the previously mentioned situation in Libya, 
which was affected by war and economic issues over the past four years and has 
experienced the lack of necessary maintenance and improvement of social protection 
programs. Work conditions for health professionals such as “low retention, high 
turnover, heavy workload and worker shortages” have compromised their ability to 
ensure high quality care which may cause burnout (Humphries et al. 2014).  
 
Workers who suffer burnout are less likely to provide high quality care and reduce 
their ability to provide good care (Montgomery, Doulougeri, Georganta & 
Panagopoulou 2013). There is a need to develop strategies to prevent the health 
professionals suffering from burnout and provide a healthy environment to improve 
the performance and the quality of services provided to disabled patients. Staff 
burnout has implications for service provider staff, clients affecting workers often 
experience less satisfaction, low productivity, a lack of commitment to the 
organization and higher absenteeism and job turnover (Maslach et al. 2001). 
 
Coping strategies are an important way to deal with stress and of being creatively 
engaged and productive. Burnout and work engagement are independent states that 
are negatively related (Schaufeli & Bakker 2004). Therefore, increasing employee 
engagement leads to a reduction in burnout. Employees become highly energetic and 
develop mental resilience, fully concentrate and are a happily engrossed in their 
work. They can also develop enthusiasm, feel inspired, proud, as well as be ready to 
face challenges. Change of work patterns, reinforcement of individuals, provision of 
social support, workshops, and training programs are support techniques designed to 
reduce job burnout (Paine 1982). Furthermore, alteration of work patterns was 
suggested by (Maslach & Goldberg 1998) for preventing burnout through decrease in 
work hours. Furthermore, variety in work has a positive impact on worker 
performance and satisfaction. An important factor for a workplace is reduction of 
work overload to deal with burnout. Multifaceted interventions are needed for both 
personal and environmental issues to evaluate balance to overcome the burnout 
(Carroll & White 1982). 
 
Health professionals in Libya have more challenges than people unaffected by the 
war. Even though, HPs in Libya face extreme difficulties because of the conflict 
230 
230 
situation, during my observation, the health professionals showed commitment by 
being present every day and seeing their patients. The findings of the study suggest 
that it is necessary for organization to take actions to reduce the occurrence of work 
burnout and treat or support those who experience burnout. Manager should pay 
attention to the factors that are associated with burnout such as work conflict, 
overload, and equity of rewards and then mangers should offer different training 
programs and provide the employees a number of strategies to cope with stress. More 
specific results suggest that the best predictors of intention to quit are organizational 
commitment, professional commitment, burnout, and job satisfaction. The 
association between job dissatisfaction, organizational commitment, burnout, stress 
and social support result in the intention to leave and turnover (Mor Barak, Nissly & 
Levin 2001).  
 
 Implications for health professionals 6.8
This research has important practical implications. It is essential to understand that 
each health professional staff has a different burnout profile from other groups. 
It is important to understand the importance of work environment to workers 
wellbeing and their performance and it is challenge to improve the environment to 
improve the workers’ health and wellbeing. 
Greater knowledge about the levels of burnout should facilitate the prevention and 
intervention early and treatment of burnout. 
This study makes contribution for MBI through reporting the results about the 
worker characteristics and the burnout level among health professionals who work 
with people with disability in the Arab world is considered as the main contribution 
of this research.  
 
 Limitations and Delimitation 6.9
This study will be as evidence-based in this area and researched prior to this study. 
There has been no research literature describing the needs of disabled people during 
and after conflict in Libya and there is limited research on the topic throughout the 
world. This study had four major limitations Firstly; the response rate in this study 
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was low with 71 participants from total of 259 potential respondents. The response 
rate would be higher if the researcher had had more time to contact more employees 
at the Centre. The design was limited to participants working in a single 
rehabilitation centre, therefore the results cannot be generalizable, unfortunately. 
Libya has just three rehabilitation centres which are responsible for providing the 
services for disabled, one of them (in Tripoli) was under maintenance during the 
period of the data collection.  
 
Secondly, during the field visit there was unexpected and serious terrorist attack that 
created serious civil disturbance. It was impossible to go to the Centre to collect data 
and invited more participants. Therefore, this study recommends that further research 
is needed to find more evidence and to compare different situation in different areas 
to develop the rehabilitation models and examine needs and issues before and after 
war. Thirdly, response and recall bias may have impacted on the accuracy of this 
study. Inviting employees in this study is challenging, given ethical and other 
constraints. There were many confidentiality issues which limited the scope of the 
study. Only one centre was selected at which to conduct this study Therefore, the 
result may not be generalizable. However, the case study will be helpful to a wider 
community in Libya and other communities that face similar challenges. For 
example, the point about wider development may be relevant to other contexts. The 
purposive sampling does not represent the views of everyone in BRHC. Finally, one 
aspect that was not tent of the research design is the collection of the views of people 




Findings in the study will contribute to health service planning, policies, and practice 
strategies for the BRHC. If we cannot change factors such as the level of 
qualification, salary or other policies, this study will help focus on a better 
understanding of worker attributes. This section of the thesis will make 




6.10.1 Practice recommendations 
1. Increase public awareness and understanding of disability by training or 
education programs for the general community. 
2. Enable people with disability to access BRHC services  
3. Adopt a national disability strategy and policy to provide a good plan of action: 
and instruct employees on the UN Convention on the Rights of Persons with 
Disabilities.  
4. Provide training programs for health worker to raise their efficiency and their 
development in their work activity. 
5. Enhance the technology infrastructure at the BRHC by improving information 
management system and using computerized data system and electronic record 
keeping.  
6. Provide adequate salary, incentives and also improve workforce compensation. 
7. Enhance team work activity to develop the quality of services at the Centre. 
8. Improve human resource capacity and qualifications. 
9. Raise educational levels to create a quality workforce and greatest need for 
qualified nurses. More positions will require some college education. 
10. Annual maintenance of equipment and medical device. 
11. Strengthen and support research on disability. 
6.10.2 Policy recommendations 
This study provides accurate reliable information about the Centre for administrators 
and service planners to understand all the factors that need to be addressed in 
improving the services at the Centre. The 10 recommendations are that the Centre: 
 
1. Instruct employees about the United Nations Convention on the Rights of Persons 
with Disabilities 
2. Consider the need to standardize salaries among both hospital and rehabilitation 
centres 
3. Enhance research priorities and develop disability and rehabilitation research 




5. Implement a Community Based Rehabilitation program 
6. Develop home services program to reduce bed occupancy 
7. Develop a discharge policy 
8. Develop time work schedules 
9. Provide an annual training program strategy to foster skill retention and update 
skills 
10. Develop a new strategy for referral system. 
 
 Future research 6.11
The first potential research direction would be that the literature in this study is very 
little and few journal articles have been published. The lack of sound information on 
war injuries, impairment, functional limitation and disabilities in communities can 
cause problems in assessing needs for planning, in monitoring and evaluation in 
post-conflict situations. This research will help provide an evidence base currently 
lacking for service planners, funding bodies, managers and professional societies to 
better support the enhancement of rehabilitation services in post-revolutionary 
Benghazi and will serve as an example for research into rehabilitation services needs 
and issues that arising during and after conflict. Therefore, future research is 
recommended regarding the rehabilitation services’ needs and issues arising 
regarding people with disabilities both during and after conflict. 
 
The second potential research direction would be to explore in depth the problem of 
burnout that severely impacts health services both in terms of staff retention and 
performance and ultimately patient care. Such research will permit the development 
of a better understanding of the personal, social and organizational variables that 
promote or reduce its occurrence and thus help provide tools with which to address 
the issue. Furthermore, job satisfaction and employee engagement is an important element 




The third potential research direction would be to assess the MBI-HSS survey among 
health professionals in Arabic countries to determine the effectiveness of burnout 
measures. Investigations of the MBI using other samples would be useful, and create 
a confidence in its use in Arab speaking countries as a burnout measure.  
 
Health workforce research is needed in order to generate evidence to inform policy 
decisions, including the development of country-specific human resources health 
policies and strategies in general and rehabilitation professionals specifically. 
 
 Conclusion 6.12
This chapter discussed the study’s findings to examine rehabilitation services in post-
revolutionary Benghazi. A case study method was used with particular focus on the 
experience and attributes of the workforce at one specialist service centre. This data 
is crucial for developing an appropriate response, as well as improving access to 
health and community services.  
 
The main finding involved describing the workforce characteristics to understand the 
type and issues of employees at BRHC specifically.  
 
Secondly, the research found that that training programs are needed to raise worker 
efficiency and their development of the improved daily work performance and 
encourage team work activity to create cooperation among staff and further foster 
improvement in the quality of services. 
 
Thirdly, it was found that there was a need to develop technology infrastructure at 
BRHC, especially in regard to its information management system.  
 
Fourthly, the study revealed a need to develop community based rehabilitation as a 
strategy for implementation during and after conflict to address the needs of disabled 
people and to offer access to services immediately. The provision of home services 
to reduce prolonged the bed occupancy — which had created a substantial problem 
of “bed block”, seriously affecting service provision for new clients at the Centre — 
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is crucial to any improvement in the Centre’s ability to meet the population’s 
increasing need for rehabilitation services.  
 
It is also recommended that increased public awareness and understanding of 
disability is developed by training or education programs for general community. 
This will assist in community acceptance of the development of a CBR strategy 
which necessarily involves a change in community attitudes towards alternate 
accommodation for those requiring long-term residential care but in facilities other 
(as is the current practice) their inappropriate and long-term placement in a 
rehabilitation facility whose beds are needed by those with rehabilitation rather than 
accommodation needs. Increased public awareness and understanding of disability 
should also foster increased reintegration of those with disabilities into the 
community wherever practicable. Furthermore, the ratification of the UN Convention 
on the Rights of Persons with Disabilities would provide additional opportunities for 
reflection on service provision, particularly with the obligation to regularly report to 
the supervisory body on progress made. Access to information on acceptable 
standards against which to measure progress, and to reports made by other nations 
and their experiences, also can assist service development. The reporting process 
helps provide concrete goals and a timeframe for change. Ratification would also 
signal a genuine commitment to those with disabilities and enhance their status and 
that of those working with them.  
 
Furthermore, further research needs to identify the type and issues of rehabilitation 
services needs for disabled people during and after the conflict, and the optimum 
ways to meet them, particularly if the need is great and the funds available 
constrained (perhaps, for example,  by competing priorities during reconstruction in a 
post-conflict environment). 
 
Finally, further research is needed that takes into account the perspectives of those 
with disabilities, the patients, former patients and potential patients of the Centre and 
tis services. Ongoing research that takes into account this perspective is respectful of 
the Convention’s goals and those with disabilities. It respects them as persons whose 
needs should be met but with those needs as identified by the persons themselves 
rather than by some other measure or standard imposed upon them. This is a 
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promising avenue of further research as it has the potential to inform service 
providers about not only current patient/client expectations but also what the clients 
or patients view as their priorities and greatest needs. This will assist planners to 
develop services but also to work towards adjusting expectations where needs are 
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Appendix A: Worker Survey in English 
 
Benghazi Rehabilitation Handicap Centre 
Worker Survey 
 
This survey aims to find out information about the centre from the worker’s perspective. 
This is an approach often used in health services research overseas. By asking workers 
about services, an in-depth understanding of services, patient needs, worker needs, and 
opportunities for development and resource investment can be identified.  
Survey 
If you complete this survey and return to the secure collection box yourself, your responses 
will be anonymous and you cannot be identified.  
If you would prefer to have the survey read to you and your answers written for you, please 
contact the investigator Mrs Rania Hamad. Some like this method because it is fast and 
they can say extra comments. In this case your answers will be confidential, and your data 
added to all the others with no identifying information.  
Secure Collection 
The secure collection box can only be opened by the investigator Mrs Rania Hamad. Mrs 
Rania Hamad is not employed by the centre, but she has been given permission to conduct 
the survey and interviews. All records of your data will be de-identified, all survey reports 
will group data so individual positions and people cannot be identified, and any interview 
data will not use names or identifying information in reports.  
Optional Interview 
If you would like to speak with Mrs Rania Hamad to explore issues in detail, or give 
suggestions about services this would be very helpful to the project.  
In this case your responses will be confidential; these notes will be separately filed away 
from survey answers. 
Thank you for supporting this important study.  
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First some questions so we can describe worker characteristics at the centre:- 
 
How old are you?    _____ Years ____ months 
Are you male or female? ______ 
What language do you usually speak at home?  _______________ 
Where do you live now – In Benghazi or in another city/ Town?  _______________ 
How far away is your current residence from the centre? (kilometres) _________ 
What is your country of residency – Libya or other (what country)?  _______________ 
 
What is your highest level of completed education? (circle one) 
 Attended Primary school (7-15 years of age) 
 Attended Secondary School (16-18 years of age) 
 High School Graduate 
Technical College Qualification  
University degree 
University Masters degree 
University Doctoral degree 
Other: _____________________________________ 
 
Do you have a qualification relevant to your work at the centre?  (circle one)  YES NO 
If yes, what is the qualification?
 ___________________________________________________ 
 
How many years of work experience do you have in your whole career? ___________ 
How many years of experience working with disabled patients do you have? ________ 






How would you describe your primary role? (circle one) 
NURSE  What type of nurse? 
__________________________________________ 
Do you have a speciality (what)? 
_________________________________ 
Do you get to work with patients in this speciality? 
__________________ 
Do you have general (non-speciality) nursing duties? 
_________________ 
 
THERAPIST  What type of therapist? 
_________________________________________ 
Do you have a speciality (what)? 
__________________________________ 
Do you get to work with patients in this speciality? 
____________________ 
Do you have general (non-speciality) therapy duties? 
__________________ 
 
PHYSICIAN/DOCTOR Do you have a speciality (what)? 
____________________________ 
  Do you get to work with patients in this speciality? -
____________________ 
  Do you have general (non-speciality) medical duties? 
__________________ 
 
ADMINISTRATIVE MANAGER Do you have a speciality (what?) 
______________________ 
  Do you get to work in this administrative speciality? -
___________________ 





CLINICAL MANAGER  Do you have a speciality(what)? 
_______________________ 
  Do you get to work in this administrative speciality? -
____________________ 
  Do you have general (non-speciality) administrative duties? 
_____________ 
 
ADMINISTRATIVE OFFICER/ WORKER Do you have a speciality (what?) 
__________________ 
  Do you get to work in this administrative speciality? -
____________________ 






Circle the response that best describes what you think about your job 
 
[Very dissatisfied 0]  [Moderately dissatisfied 1] [Not sure 2]  Moderately satisfied 3] 
 [Very satisfied 4]  
OR  [Not applicable]  
 
Freedom to choose your own method of working 0 1 2 3 4
 NA 
Amount of variety in your work    0 1 2 3 4
 NA 
Physical working conditions    0 1 2 3 4
 NA 
Opportunities to use your abilities   0 1 2 3 4
 NA 
Your colleagues and fellow workers   0 1 2 3 4
 NA 
Recognition you get for good work   0 1 2 3 4
 NA 
Your hours of work     0 1 2 3 4
 NA 
Your remuneration (money for job)   0 1 2 3 4
 NA 
Amount of responsibility you are given   0 1 2 3 4
 NA 
Taking everything into consideration- 
how do you feel about your work   0 1 2 3
 4 NA 
 (The questions above come from Hills, Joyce & Humphreys (2012) Evaluation in the Health Professions, 35(1) 47-67) 
SUPERVISION 
In this survey, supervision means you are responsible for workers who report to  you. 
274 
274 
Do you supervise other staff?   (please circle)  YES  NO 
If yes, on a typical work day how many staff do you supervise and what are their primary 
roles (eg they are all nurses, or they are all administrative staff, or 2 administrative staff 










When is your work day scheduled to start and end? 
___________________________________ 
Typically, when does your usual work day actually start and end? 
________________________ 
How long does it take you to travel to and from work each day? 
_________________________ 
What type of transport do you use to get to and from work? 
____________________________ 
Are there any safety issues for you in your journey to and from work – if so what are they? 
___________________________________________________________________________
___ 
Do you get paid the same amount no matter how many hours you work? 
__________________ 








What best describes your current work function? (circle one or more that best suit your 
function) 
 I deliver clinical service to patients 
 I supervise clinical staff  
 I provide administrative support to clinical staff 
I provide administrative functions for centre operations 
 I supervise administrative staff  
 I supervise both clinical and administrative staff  
 I coordinate and administer a clinical section/ department 
 I coordinate and administer an administrative section/ department 
 Other: Describe: _________________________________________________ 












Do you work on your own or as part of a team? 
________________________________________ 




What professional is in charge of the team? (eg nurse or doctor) 
__________________________ 



















































Do you have a record for every one of your patients?  YES  NO 
What type of records do you use? _____________________________________________ 
Are your records linked to the main centre record?  YES NO 
How are your records stored? _________________________________________________ 
How often do you enter notes in the patient record? 
________________________________ 








Do you use any measures in your reports?  YES  NO 






Who reads your notes? 
_________________________________________________________ 
When patients come back from rehabilitation in overseas countries, do you get to see their 
medical records to know what happened to them? (circle) 
Always   Usually  Sometimes Rarely  Never 
Do the overseas treated patients have discharge plans that tell you what follow-up 
treatment should be provided in Libya?  (circle) 
Always   Usually  Sometimes Rarely  Never 
Are you or your department able to implement the follow up treatment plans? 
Always   Usually  Sometimes Rarely  Never 
How could the overseas reports and discharge plans be made more useful for you?  
___________________________________________________________________________ 
 
Do you use any World Health Organisation classifications in your notes? 
___________________ 




Have you done any training for your job at the centre in the last 12 months?  YES  NO 
If yes give examples of the type of training you have done for your job- 
___________________________________________________________________________ 
Did you do training at the centre before 2009?   YES  NO 




When new people come to work at the centre, do they get training – 
- about the centre?       YES NO 
 





- about special conditions they will work with YES NO 
If you could have training on one thing in the next 12 months, what would it be on and how 





Do you provide training to patients or their families?  YES NO 




Do you provide training to the community in general?  YES NO 





Do you know of any community or home based services provided for people with disability? 





Did you know that the United Nations has a Convention on the Rights of People with 
Disabilities?  
 YES  NO 




  Appendix B: Worker Survey in Arabic 
 
 
 بنغازي -مركز إعادة تأهيل المعاقين
 إستطالع رأي العاملين
الهدف من إستطالع الرأي هذا الحصول على معلومات عن المركز من وجهة نظر العاملين فيه. يتم إتخاذ هذا اإلجراء 
م بعمق في العادة في أبحاث الخدمات الصحية العاملة في الخارج. عند سؤال العاملين عن الخدمات، يمكن تحديد وفه
 الخدمات وحاجات المرضى والعاملين وفرص التطوير واإلستثمار في الموارد.
 إستطالع الرأي
 إذا أكملت إستطالع الرأي وأعدته إلى الصندوق المغلق بنفسك، فإن جوابك سيبقى سريا ولن يمكن التعرف عليك.
الرأي لك وكتابة أجوبتك. البعض يفضلون هذه  الرجاء اإلتصال بالسيدة رانية حمد إذا كنت تفَضل أن تتم قراءة إستطالع
الطريقة ألنها أسرع ويمكن من خاللها أعطاء المزيد من اآلراء. في هذه الحالة فإن أجوبتك ستكون سرية وسيتم إدخالها 
 مع إجابات اآلخرين بدون أي معلومات شخصية.
 الصندوق المغلق
ن تفتح الصندوق. إَن السيدة رانيا حمد ليست من موظفي المركز يمكن فقط للسيدة رانيا حمد التي تجري هذا التحقيق أ
ولكن سمح لها أن تقوم بهذا اإلستطالع وإجراء المقابالت. كل السجالت عن بياناتك الشخصية سيتم حفظها بشكل 
د أو مجهول المصدر، البيانات التي ستجمع من كل تقارير استطالعات الرأي ستحفظ بحيث ال يتم التعرف على األفرا
مواقعهم ولن يتم إستعمال أي  أسماء أو معلومات تحديد الشخصية في البيانات يتم الحصول عليها من المقابالت في 
 التقارير.
 المقابالت اإلختيارية
إذا رغبت في التحدث مع السيدة رانيا حمد بالتفصيل عن بعض المواضيع أو إلعطاء إقتراحات فيما يخص الخدمات فإَن 
 فيدا للمشروع.ذلك سيكون م
 في هذه الحالة، فإَن إجاباتك ستكون سرَية وسيتم اإلحتفاظ بهذه المالحظات بعيدا عن إجابات إستطالع الرأي.
 










 أوال: بعض األسئلة حتى نتمكن من التعرف على صفات العاملين في المركز:
 شهر   ------سنة      ------كم عمرك؟   
 ---------رجل أو إمرأة؟  
 -------ما هي اللغة التي تتحدثها في المنزل؟   
 --------في بنغازي أو في مدينة أخرى؟ -أين تسكن حاليا
 -------كم يبعد سكنك الحالي عن المركز؟ )بالكيلومترات(  
 ---------------ما هو بلد المنشأ؟ ليبيا أو بلد آخر؟  
 
 تعليمي حصلت عليه؟ )ضع دائرة(ما هو أعلى مستوى 
 (15-7حصلت على االبتدائية ) العمر ما بين  
 (18-16حصلت على المتوسطة )العمر ما بين 
 خريج ثانوية عامة






 دائرة(      نعم      ال هل لديك مؤهالت على عالقة بعملك في المركز؟ )ضع
-------------------------------------------------------------------------إذا كان جوابك نعم، ما هو هذا المؤهل؟   
--------- 
 
 ----------------------------------كم سنة خبرة عمل لديك بتاريخك الوظيفي؟ 
 ------------------ص ذوي اإلعاقة؟   كم سنة خبرة لديك في العمل مع األشخا









 كيف تصف دورك الرئيسي في العمل؟ )ضع دائرة( 
 أي نوع من الممرضين؟ ممرض
 هل لديك تخصص؟ )ما هو(؟
 ؟هل تعمل مع المرضى بهذا التخصص
 هل لديك مهام تمريض عامة )غير تخصصية(؟
 
 أي نوع من المعالجين؟ معالج
 هل لديك تخصص؟ )ما هو(؟
 هل تعمل مع المرضى بهذا التخصص؟
 هل لديك مهام عالج عامة )غير تخصصية(؟
 
 هل لديك تخصص؟ )ما هو(؟ دكتور
 هل تعمل مع المرضى بهذا التخصص؟
 (؟هل لديك مهام طبية عامة )غير تخصصية
 
 هل لديك تخصص؟ )ما هو(؟ مدير إدارة
 هل تعمل في هذا التخصص اإلداري؟




 هل لديك تخصص؟ )ما هو(
 هل تعمل في هذا التخصص اإلداري؟




 ا هو(هل لديك تخصص؟ )م
 هل تعمل في هذا التخصص اإلداري؟







 ضع دائرة حول اإلجابة األفضل التي تصف عملك   
]غير راضي أبدا 
 صفر[
]غير راضي باعتدال 
1] 




 أو      ال ينطبق
 
 طريقتك الخاصة في العمل الحرية في اختيار
 قدر من التنوع في عملك
 عمل جسدي
 فرص الستعمال قدراتك
 زمالء عملك
 ساعات عملك
 الراتب الذي تتقاضاه
 مقدار المسؤوليات المعطاة لك



























































 في إستطالع الرأي هذا، اإلشراف يعني أنك مسؤول عن عاملين وهم مسؤولين أمامك
 هل تشرف على موظفين آخرين؟  )ضع دائرة(          نعم           ال
ذا كان جوابك نعم،  فما هو عدد الموظفين الذين تشرف عليهم خالل يوم عمل عادي وما هو دورهم األساسي؟ ) مثال إ
 ذلك؛ هل كلهم ممرضات او موظفين إداريين، أو إثنان من الموظفين اإلداريين وعشرة من الممرضات إلخ(؟
 
 








-------------------------------------------------------------ما هو الوقت المحدد حسب الجدول لبدء ونهاية دوامك؟
----------- 
----------------------------------------------------------------------في العادة، متى تبدأ ومتى تنتهي من دوامك ؟
----------- 
------------------------------------------------------ما هو الوقت الذي تستغرقه في تنقلك من و إلى العمل يوميا؟  
--------- 
------------------------------------------------ما هي وسيلة المواصالت التي تستعملها في تنقلك من وإلى العمل؟  
----------- 




---------------------------------------------------------هل تتقاضى نفس الراتب مهما اختلف عدد ساعات عملك؟ 
----------- 




على أفضل وجه؟ )ضع دائرة حول واحد أو أكثر من الخيارات المناسبة لدورك في  عملك الحاليالذي يصف  ما هو
 العمل(
 أقدم خدمة سريرية للمرضى 
 أشرف على موظفي الخدمات السريرية
 أقدم دعم إداري لموظفي الخدمات السريرية
 أقوم بمهام إدارية للعمليات في المركز
 نأشرف على موظفيين إداريي
 أشرف على موظفي خدمات سريرية وإدارية
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 أنسق وأدير قسم / دائرة خدمات سريرية
 أنسق وأدير قسم / دائرة إدارية
 ------------------------------------------------------------------غيرها: إشرح:
 















-----------------------------------------------------------------------هل تعمل لوحدك أو كجزء من فريق عمل؟ 
--------- 
--------------------------------------------------------ما هي التخصصات األخري التي تعمل ضمن فريق عملك؟ 
--------- 
---------------------------------------------ما هو التخصص المسؤول عن الفريق؟ )مثال ذلك ممرضة أو دكتور(  
-------- 






















































 هل لديك سجل لكل مريض لديك؟      نعم     ال
--------------------------------------------------------------------------------ما نوع السجالت التي تستعملها؟  
----------- 
 هل سجالتك متصلة بالمركز الرئيسي  للسجالت؟      نعم        ال
----------------------------------------------------------------------------------------كيف يتم حفظ سجالتك؟  
----------- 
-------------------------------------------------ما هو عدد المرات التي تدخل فيها مالحظات في سجل المريض؟  
---------- 








 هل تتبع أية مقاييس في التقارير التي تقدمها؟       نعم         ال 




--------------------------------------------------------------------------------------من الذي يقرأ مالحظاتك؟   
-------- 
أهيل في الخارج، هل بامكانك االطالع على سجالتهم الطبية لتعرف عندما يرجع المرضى من رحالت عالج إعادة الت
 ماذا حصل معهم في الخارج؟  )ضع دائرة(
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 أبدا نادرا أحيانا في العادة دائما
المرضى الذين تم عالجهم في الخارج، هل يكون معهم خطط ما بعد الخروج من المستشفى لتخبرك بالعالج الذي يجب 
 ا؟ )ضع دائرة(متابعته وتقديمه في ليبي
 أبدا نادرا أحيانا في العادة دائما
 هل بإمكانك أو بامكان دائرتك تنفيذ خطط متابعة العالج؟ )ضع دائرة( 
 أبدا نادرا أحيانا في العادة دائما





------------------------------------------هل تستعمل أي من تصنيفات منظمة الصحة العالمية عند كتابة مالحظاتك؟
----------- 





 ؟      نعم         الاإلثني عشر شهرا الماضيةخاص لعملك في المركز خالل تدريب هل قمت بأي  
 -لتدريب الذي قمت به من أجل عملك:إذا كان جوابك نعم، أعطي أمثلة عن نوع ا
----------------------------------------------------------------------------------------------------------------
----------- 
 ؟               نعم         ال2009 قبلهل قمت بالتدريب في المركز 




 -في المركز على تدريب:  الجددهل يحصل الموظفون 
 المركز؟ عن
 عن اإلعاقة؟
عن الحاالت الخاصة التي سيعملون 
 معها؟
 نعم       
 نعم      
 نعم      
 ال       
 ال     
 ال      
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إذا كان بامكانك أن تحصل على تدريب على موضوع واحد خالل اإلثنى عشر شهرا القادمة، فما هو الموضوع وكيف 
 تريد أن يتم 




 نعم          ال            هل تقوم بتدريب المرضى أو عائالتهم؟   




 في العموم، هل تقوم بتدريب أي أشخاص في المجتمع؟      نعم          ال




 هل تعرف أي خدمات موجودة في المجتمع أو تعمل من المنزل تقدم خدماتها لألشخاص ذوي اإلعاقة؟









 نعم          ال            هل كنت تعلم أن األمم المتحدة لديها ميثاق عن حقوق األشخاص ذوي اإلعاقة؟ )ضع دائرة(    
 









بل أشهد أنا نوال نضر الموقعة على هذا المستند، بصفتي مترجمة شفهية وخطية قانونية مرخصة ومحلفة من ق
الهيئة الوطنية للمترجمين الشفهيين والخطيين المرخصين في أستراليا، بأنني قد ترجمت المستند المرفق من 
 اللغة االنكليزية الى اللغة العربية ترجمة صحيحة ومطابقة للنص األصلي.
21/09/2012سيدني ،   
 نوال نضر
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